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X-RAY AND RADIUM THERAPY IN UROLOGY 
BY GEORGE GILBERT SMITH, M.D., F.A.C.S., BOSTON 


[From the Huntington 


Any discussion of the place of radiation in 
a specialty such as urology, in which widely 
varying types of pathological lesions occur, 
necessitates a recognition of the different forms 
in which radiation may be employed. It may 
not be amiss, therefore, to review briefly the 
physics of radium and the roentgen ray, and 
to establish first a clear conception of the dif- 
ferent ways in which these measures may be 
used. 

At the Huntington Memorial Hospital the 
total supply of radium is kept in solution in a 
flask. From the solution of radium a gas 1s 
constantly being given off; this gas is purified 
and led into a glass capillary tube less than a 
millimeter in diameter. Different lengths of 
this tube, with varying quantities of the gas im- 
prisoned within each segment, are sealed off by 
heat. The gas is radium emanation; it con- 
tains solid particles of Radium A, Radium B 
and Radium C. From these substances are 
given off the different kinds of rays. The ema- 
nation therefore has the radioactive property of 
radium, and supplies the same source of Beta 
and Gamma rays as does the element Radium; 
the difference lies in its vastly greater rapidity 
of disintegration. |Emanation loses 50% of 
its potency every 3.85 days, whereas radium it- 
self loses one half its radioactivity in something 
under 1760 years. For practical purposes, the 
emanation is the better form in which to em- 
ploy the radioactive principle, because it is 
more capable of subdivision into very minute 
quantities. It is, we may say, more flexible, 
and the danger of losing the source of our 
radioactivity is done away with. The maxi- 
mum amount of emanation accumulated from 
1 milligram of radium over a_ considerable 
period of time is termed a millicurie. 

Irom the radium emanation and its products 
are given off three kinds of ‘‘rays.’’ The Alpha 
rays are positively charged material particles, 
rea!'y helium atoms, liberated from the radio- 
active substances with an initial velocity of 
9000-12000 miles per second. These rays, since 
they are absorbed by the thinnest layer of metal 
or by « sheet of note paper, never get beyond 
the glass which contains the emanation. Con- 
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sequently they are of no practical interest when 
radium is used in any sort of container. 

Beta rays are negatively charged electrons of 
varying degrees of penetration. The softest 
Beta rays approximate the Alpha rays; the 
hardest or swiftest have one hundred times the 
penetrating power of Alpha rays. Yet even 
the hardest Beta rays are absorbed to a large 
extent by 1 centimeter of epithelial tissue. To 
get any effect from these rays, therefore, the 
source of radiation must be applied closely to 
the tissues upon which an effect is desired. 

Gamma rays are not particles or electrons, 
but are undulations of the ether, or electro- 
magnetic waves, similar to X-Rays but of short- 
er wave length and consequently of greater 
penetration. An idea of their penetrating 
power is given by the fact that ‘the hardest 
Gamma rays will penetrate even a foot of lead 
without being entirely absorbed. 

X-Rays are similar in character to these Gam- 
ma rays, as has been stated. The rays produced 
by the ordinary low voltage machine. (90,000 
volts) are of somewhat longer wave length, 
and are absorbed more easily and penetrate less 
deeply. The rays from the recently devised 
high voltage machine (140-200,000 volts) are of 
shorter wave length than those from the ma- 
chines of lower voltage, and penetrate to a 
greater depth. 

Both Gamma rays and X-Rays follow the law 
that the amount of energy received at any 
given point varies inversely as the square of the 
distance between that point and the source of 
the rays; this law does not take into considera- 
tion the absorption of the rays by the tissues 
through which they pass. 

To summarize, we have two widely different 
forms of radiation. One involves the use of 
the Beta rays, which do not penetrate much 
more than one centimeter. Within that radius, 
these rays are very powerful, being eight times 
as active as the Gamma rays given off at the 
same source. To secure the services of the Beta 
rays, One must employ unscreened or slightly 
filtered radium emanation or element, and must 
apply the source of the rays closely to the tis- 
sues to be treated. This method of using radium 
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is confined to surface growths, such as the su- 
perficial epitheliomata of the penis, or the 
tumors in which the unscreened radium can be 
buried. 

Stevenson of Dublin in 1915 first used radium 
by implantation; the element was contained in 
steel needles which were plunged into the cen- 
ter of the tumor and removed after a few hours. 
Duane of the Huntington Hospital, who de- 
vised the apparatus for collecting emanation, 
modified this method by burying tiny ampules 
of emanation of one or a few millicuries each 
within the growth; these ampules or ‘‘seeds’’ 
become inert by the end of one week, and are 
thrown off with the slough which results from 
their activity. When a number of such seeds 
are buried in a tumor, each seed produces an 
oval shaped area of necrosis about 1 cm. in 
diameter. In addition to this local, necrotiz- 
ing effect, there is also considerable effect pro- 
duced by the action of the Gamma rays from the 
whole number of seeds; this action is more 
widespread than that of the Beta rays. 


When it is desired to radiate a tumor lying 
beneath healthy tissue, an entirely different 
problem is presented. We aim then to pass 
rays into the tumor in sufficient strength to ex- 
ert a therapeutic effect, yet the rays must not 
be powerful enough to destroy the intervening 
healthy tissue. The accomplishment of this ob- 
ject would be impossible if it were not for the 
fact that tumor tissue is more susceptible to 
radiation than is normal tissue and can be 
radiated through different areas of normal tis- 
sue; by this means the tumor receives radiation 
with every treatment whereas each section of 
overlying tissue receives radiation but once. 
This phase of the question will be taken up a 
little later. It should be clear that in the em- 
ployment of radium for such a purpose—name- 
ly, the radiation of deep-lying tumors,—the 
Beta rays must be filtered out and only the 
Gamma rays used. This end is gained by the 
enclosure of the source of radiation within a 
capsule of lead, platinum, silver or other metal 
thick enough to filter out the rays that are not 
wanted. 

Silver screens of 0.1 mm. thickness absorb 
50% of the Beta rays. 

Silver screens of 0.5 mm. thickness absorb 
96% of the Beta rays. 

Silver sereens of 1.0 mm. thickness absorb 
99% of the Beta rays. 

Silver screens of 2.0 mm. thickness absorb 
100% of the Beta rays. 

Since, by the impaction of rays upon the fil- 
ter, a few secondary Beta rays are formed, the 
whole apparatus should be separated from the 
surface of the body by six to ten centimeters 
of air, or by gauze or rubber placed about it to 
ppeetat the metal screen from touching the 
skin. 

Inasmuch as the Gamma rays constitute only 
a small percentage of the radiation much larger 


amounts have to be employed in order to get 
any effect. 2000 to 4000 me. hours are given 
at one exposure. Such treatments are known 
as radium packs. Since the introduction of 
the high voltage X-Ray machine, X-Ray treat- 
ments have largely superseded these radium 
packs, thereby releasing large quantities of 
radium for those purposes for which the X-Ray 
could not be used. 

The effect of radiation upon living tissues 
opens a very interesting and still undecided 
question. Ewing? says that ‘‘changes occurring 
under radiation are not duplicated under any 
other conditions and indicate a specific and 
selective action of radium upon tumor cells,’’ 
That this action is frequently not the same in 
apparently similar tumors in different individ- 
uals must be admitted. The caustic action of 
the Beta rays is so intense that all tissues, both 
normal and malignant, undergo complete 
necrosis when exposed for a comparatively 
short time. When deep radiation is employed, 
however, either by means of the radium pack 
or X-Ray, there is great difference in the de- 
gree to which apparently similar tumors re- 
spond, and also in the amount of reaction 
shown by the individual who is radiated. 


Ewing believes that tumors .of embryonic 
type, such as testicular tumors, are much more 
susceptible than those of the adult-celled type, 
such as squamous carcinomata. Very cellular, 
rapidly growing tumors of any type are more 
susceptible than the slower growing scirrhous 
forms. The portion of the cell first affected is 
the nucleus; this part is especially vulnerable 
while in process of cell division. There is still 
much controversy as to whether a deep-lying 
tumor can be killed by radiation which has to 
penetrate several inches of healthy tissue before 
it reaches the growth. Certain German roent- 
genologists have formulated a theory of a ‘‘kill- 
ing dose’’ for carcinoma and another for sar- 
coma; the former consists of a dose which is 
90-110% of.the erythema dose, whereas the sar- 
coma dose is somewhat less. Not infrequently 
the ‘‘killing dose’’ for the carcinoma is a kill- 
ing dose for the patient. Ewing believes that 
we cannot expect to kill a cancer by external 
radiation; it is necessary, he thinks, to employ 
the caustic action of the radium by exposing 
the tumor and implanting in it unscreened 
radium. Metastases of certain types, however, 
may be pretty effectually destroyed by external 
radiation. 

The beneficial effects of deep radiation Ewing 
believes are due chiefly to interference with the 
circulation of the tumor. The endothelial cells 
of the blood and lymph vessels are especially 
susceptible to radiation; the destruction of the 
circulation of blood and lymph prevents the 
tumor cells from getting nourishment and inter- 
feres with the carrying away of waste products. 
In support of this theory Ewing describes deep 
lying tumors in which, after radiation, the cen- 
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ter became necrotic, while healthy cancer cells 
were found in the periphery. There is also a 
stimulation of connective tissue formation; this 
prevents extension of the growth, and even if 
individual cells survive, they become enmeshed 
in connective tissue. Ewing insists that we 
must employ radiation secundum naturam; a 
eachectic individual will not respond to radia- 
tion under any circumstances. He believes 
that by slow disintegration of the tumor 
through circulatory interference substances are 
liberated which increase the patient’s resis- 
tance. For these reasons, he is opposed to the 
theory of a killing dose, and says that excellent 
results have been obtained in the Memorial Hos- 
pital New York, by means of low voltage 
X-Ray treatments, given frequently. 


This is a brief outline of the rationale of ra- 
diation, and of the factors which must be con- 
sidered before one decides upon the proper 
method of radiation therapy for any particular 
tumor. 

In urology ample opportunity is given for 
the employment of all types of radiation. Let 
me mention its possible uses, with a few illus- 
trations. 

We will begin with the less serious and more 
superficial conditions. Radiation in urology is 
employed only in cases of malignant disease, 
with one exception. The exception is the clini- 
eal entity known as fibrosis of the corpora cav- 
ernosa. This condition is due to the formation 
in the shaft of the penis of areas of dense con- 
nective tissue, almost cartilaginous in consis- 
tency. These areas sometimes give rise to 
pain, especially during erection. The etiology 
is sometimes luetic, sometimes traumatic, some- 
times unknown. In the small series of 6 cases 
which we have treated at the Huntington Hos- 
pital the Wasserman was negative in four, not 
taken in two. Three cases had a definite his- 
tory of injury, such as striking the penis against 
some sharp edged piece of furniture. In all of 
the six cases, symptomatic relief followed one 
or more applications of radium. As to the in- 
duration itself, the result in one case is un- 
known; in one, the induration was not dimin- 
ished although the pain had disappeared; in 3, 
the area of fibrosis became definitely less, and 
im one vase it practically disappeared. 

Justification for the use of radium in the 
above condition may be found in the statement 
of Simpson (page 82) who quotes Thies as say- 
Ing that white fibrous connective tissue, when 
exposed to the rays, underwent destruction. 
Yellow elastic fibres, however, are resistant to 
radiation. Ewing also says that a cessation 
of activity of proliferating connective tissue is 
often produced by radiation. In treating fibro- 
sis of the penis, we have depended largely upon 
Gamma radiation, for fear of causing ulceration 
of the skin by the Beta rays. Two or three 
needles of emanation, screened by 1 or 2 mm. 
Silver and 0.5 em. gauze, are fastened to the 


penis by adhesive plaster in such a way as to 
subject the area of fibrosis to a cross-fire. <A 
total dosage of 200 me. hours of radium so 
screened has caused moderate erythema and 
occasionally superficial ulceration of no impor- 
tance. Consequently the application should be 
no greater than this. The treatments may be 
repeated every six weeks or two months. 


Epithelioma of the Penis: Early cases of 
this type of malignancy are well suited for ra- 
dium treatment. Careful selection of the cases 
must be made, however. Frequently prelimi- 
nary circumcision is necessary. If the growth 
is then seen to involve only the superficial struc- 
tures of the glans penis, it should be radiated. 
If it appears to have broken through the fibrous 
covering of the glans, and invaded the blood 
spaces beneath, amputation should be done. Of 
the 7 cases in which we believed radium justi- 
fiable, in none have metastases in the groins ap- 
peared. All have responded to radium treat- 
ment. Three have entirely healed, so that the 
glans penis shows no suspicious areas. In 
four, some sort of lesion persists, either a radium 
ulceration or a small area of crusting which 
may perfectly well be due to radiation, but 
which necessitates occasional visits to the hos- 
pital for observation. The earlier cases were 
treated too heavily, with the result that rather 
deep ulcerations were produced which were cov- 
ered with a dry, fibrous, persistent slough. In 
the treatment of these growths, the caustic ef- 
fect of the Beta rays is desired. Unscreened 
needles are applied over the affected area. We 
have found that from 7-10 me. hours will suf- 
fice to cause a superficial slough which removes 
the growth without destroying too deeply the 
underlying tissue. This dosage is best given 
by applying a fairly heavy dose for a few min- 
utes, rather than a small dose for a longer 
period. 100 millicuries for 10 minutes, for ex- 
ample, produces about the right amount of re- 
action. 


In more advanced eases, the question arises 
as to the value of radiation following amputa- 
tion. In the very limited experience we have 
had with such cases, radiation has not accom- 
plished much. For example, a man of 59 had 
complete emasculation and dissection of the 
groins on September 30, 1922. The glands from 
both groins showd invasion by the growth. In 
December of the same year he had two 1% 
erythema doses at 170 kilo volts (a fairly high 
voltage), but he died in June, 1923, of ‘‘metas- 
tatie carcinoma of bladder.’’ (Town clerk’s 
report.) Another man had a partial amputa- 
tion of the penis for epidermoid carcinoma in 
June, 1924. The groins were not dissected, as 
there appeared to be no involvement of the 
glands. He was given three X-Ray treatments 
at lower voltage (120 K V) on July 9th, Septem- 
ber 12th, October 6th. In spite of this a mass 
of glands developed in the left groin. This 


mass was removed surgically in November. 
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Microscopie examination showed a large amount 
of connective tissue stroma thickly strewn with 
large oval, rather vacuolated nuclei. These 
were not arranged in the manner typical of epi- 
dermoid cancer, and their appearance sug- 
gested sarcoma rather than carcinoma, They 
appeared to be healthy enough, however, in 
spite of the radiation. 

Tumor of the Testicle: There can be no ques- 
tion as to the proper treatment for the pri- 
marv tumor. Orchidectomy should be done as 
soon as the diagnosis can be made. Unfortu- 
nately metastasis in these cases is early. The 
erowth recurs in the glands that lie along the 
iliac artery and the aorta. Hinman, aroused 
by the poor results of simple orchidectomy, ad- 
vised careful dissection of the lymphatics from 
the renal vein to the inguinal ring. In some 
cases so extensive an operation is unwise, or 
may be thought unnecessary because of the 
early discovery of the tumor. In such cases, 
deep radiation of the abdomen is worth while 
for it is well known that the metastases of these 
tumors are especially susceptible to radiation. 
We have had one very encouraging case of this 
sort at the Huntington Hospital. 


J. E. age 27, came to the clinic in December, 
1921. He had been operated by his doctor for 
tumor of the testicle, and presented a scar in 
the left groin and a mass of glands three inches 
in diameter on the inner wall of the left pelvis. 
The left testis was absent from the scrotum. 
His doctor did not state in his letter that he 
had not removed the testicle, so, seeing that the 
gland was missing, it never occurred to me that 
orchidectomy had not been done. We there- 
fore started to radiate the metastases. 

December 17, 1921, the patient was given a 
radium pack of 3804 me. hours over the left 


groin. 

January 12, 1922, the mass had decreased to 
one-third its original size. Another radium 
pack of 3216 me. hours was given. 

February 9. The mass had entirely disap- 
peared. Weight 11514 lbs. 7 

In March I learned from the patient that his 
testicle had always been intra-abdominal, and 
that it had not been removed. On March 2, 
therefore, an operation was done and a malig- 
nant testicle only about twice the size of a nor- 
mal gland was removed together with several 
enlarged iliac glands. Microscopic examina- 
tion of the testis showed embryonal carcinoma. 
Through an opening in the peritoneum could 
be felt masses of enlarged glands extending as 
high as the renal pedicle. These were not dis- 
turbed. The patient was given three X-Ray 
treatments by Dr. L. B. Morrison. In June, 
1922, he was given a high voltage treatment at 
the Huntington Hospital, but collapsed while it 
was going on. Later treatments were there- 
fore given by means of radium packs. In Oc- 
tober and again in November, 1922, he was 
given 2100 me. hours over the upper abdomen. 


In March, 19238, he had lost 6 pounds, com- 
plained of pain in the upper lumbar region, 
and on deep palpation a mass could be felt in 
the upper left quadrant. He was given 2640 
me. hours over that area. 

In May, July and October, 1923, he was 
given similar treatments of about 2700 me, 
hours each. In April, 1924, he was given 1800 
me. hours over the left groin, where 
a small mass was palpable beneath the scar, 
November 23, 1924, he appeared to be well, 
Weight 115. Color excellent. Digestion good. 
No subjective symptoms. No masses palpable 
in abdomen. Lungs resonant. No enlarge- 
ment of palpable glands. 

It ean hardly be expected that kidney tumor 
will respond to deep radiation. The circula- 
tion is so free and the tumor usually so bulky 
that nephrectomy should be done whenever pos- 
sible. After that, X-Ray treatments may be 
given in the hope that metastases may be de- 
stroyed or restrained. The metastases of 
hypernephroma, however, are so widely dissemi- 
nated that there is little chance of accomplish- 
ing anything important by radiation. 

The embryonic renal tumors of childhood 
should yield more satisfactory results. Ewing 
says that he has seen regression of such a tumor 
follow 14 of an erythema dose. This was at- 
tended by collapse of the infant, so we must be 
cautious in the employment of radiation in 
these cases. 

Tumors of the Bladder: The proper meas- 
ures to employ in these cases depend so much 
upon the type and situation of the growth that 
no sweeping recommendations can be made. Be- 
nign papillomata yield well to fulguration 
through the cystoscope, and do not tend to re- 
cur any more frequently after this treatment 
than after excision. Other growths so situated 
that excision may be satisfactorily performed 
should be removed, but in at least half the can- 
cers encountered, the growth is either so sit- 
uated that resection entails too extensive an Op- 
eration, or has progressed so far that resection 
would obviously be inadequate. For such 
cases cystotomy, removal of the fungating por- 
tion of the growth by means of the cautery or 
diathermy, followed by implantation of seeds 
or of radium needles of small potency. will 
usually give excellent results. 
course a limit to the size of the area which can 
be so treated. If a section of bladder wall 
more than 4 em. in diameter is involved, there 
is little use in trying to check the growth. The 
chances are that it is already outside the blad- 
der. We have had a number of very encourag- 
ing cases treated by the implantation of seeds. 

The case which has gone longest without re- 
currence is T. D., age 43. November 3, 1921. 
On November 9th of that year cystotomy was 
done. Into a sessile growth about 2 cm. In 


diameter, involving the right ureteral orifice, 


10 seeds totalling 27 me. were implanted. 


There is of. 
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specimen removed at the time was reported 
Jan. 1925, examination by 
eystoscope and external palpation showed no 
sign of growth. The patient had gained much 
weight and considered himself well. 


In other cases the growth has apparently 
been destroyed, but the time elapsed since oper- 
ation is too short to report them even as proba- 
ble cures. 

Another use for Radium in cancer of the 
bladder is in meeting local recurrences as they 
arise. Through the cystoscope one or two 
seeds can be implanted in early recur- 
rences. One seed will destroy a tumor a cm. 
in diameter. By keeping after these cases 
some of them can be carried along in comfort 
for a number of years. 

Cancer of the Prostate: In my own expe- 
rience these cases fall into one of two groups. 
Either they are suitable for total prostatec- 
tomy, usually with vesiculectomy, an operation 
which I have done upon 15 cases with no opera- 
tive mortality* and with most satisfactory re- 
sults, or they are inoperable. Contraindica- 
tions for operation are: cachexia, definite 
metastases, usually demonstrable by X-Ray in 
spine or pelvis, invasion of the trigone by the 
growth, or extension of the growth onto the pel- 
vie wall. The cases which I have treated by 
total excision in certain clinics would have been 
radiated. At the Mayo Clinic, for instance, 
Radium is applied from the urethral surface, 
the rectal surface, and by inserting needles bear- 
ing it into the gland itself. Barringer of New 
York favors the latter method. I have yet to 
be shown why total prostatectomy as originally 
performed by Hugh Young is not preferable to 
these slower and less certain methods. If 
spinal metastases occur, the pain which they 
cause can usually be controlled by X-Ray. 


For the inoperable eases, which are usually 
far advanced, X-Ray may be tried. At the 
Huntington Hospital we have used the high 
voltage machine on seven cases. Usually a 
course of treatments consists of four half 
erythema doses given on successive days. The 
target distance is usually set at 80 centimeters, 


the Kilo voltage is 170, the filter is 0.5 milli-|- 


meters copper and the current 3 milliamperes. 
Sacral and suprapubie regions are exposed on 
alternate days. 1200 electro static unit sec- 
— 's regarded as the standard erythema 


gs) ". H. 66. X-Rays showed invasion of 
the rami of the pubie bone, 4 exposures in 
April. 1924. Died October 30, 1924. 


(2) G. L. 72. July 12, 1922, was gi 

=) 72. given an 
erythem i dose, anterior, 14 posterior. 
ugust 3. Glands in groin smaller. Patient 


*One of these cases died while 
i. still he hospital, three 
‘ter operation. The growth had invaded left 
that I could not remove it, so radiated 
after onceari, Patient did well at first, but about one month 
began 
Wweake 


ak inter. he to lose ground and grew progressively 


— 


siel to empty bladder. Went into coma and 
1eqa. 


(3) R. P. 56. Mass of glands 3 inches 
thick inside left pelvic wall. Great edema left 
leg. Takes morphia for pain. Prostate typi- 
cally malignant. Weight 111 pounds. Janu- 
ary 23 and 24, 1923, erythema dose over 
sacrum and one over pubes. March 20 and 21, 
one-half erythema dose over sacrum and % 
over pubes. June 6, 1923. Has been working 
for 3 weeks. Weight 130 pounds. Mass in pel- 
vis partially gone. No need for morphia now. 
June 25 and 26. Two more % doses. October 
31, 1928. Recently has failed and lost 20 
pounds. X-Rays show metastases in cervical 
and thoracic vertebrae. Died Jan. 15, 1924. 
This patient showed remarkable improvement 
for a time. 

(4) MeD. 54. Patient had _ total pros- 
tatectomy in May, 1922. Growth recurred 
about trigone a year later. June, 1923, had 4 
half erythema doses. October 4, 1923. No 
marked change. Growth feels softer on rectal 
examination and patient empties bladder com- 
pletely. December 6, 1923. Cystoscopy: Base 
of bladder covered with growth. Died July, 
1924. Very little help, if any, from his radia- 
tion. 

(5) P. 8. 65. September 26, 1923. Exten- 
sive carcinoma prostate with involvement of 
sacrum and inguinal glands. X-Rayed to stop 
pain. Eight half erythema doses over a pe- 
riod of 3 months. Glands in groin disappeared. 
Prostate felt softer. Pain was completely re- 
lieved, but new pains from new metastases 
developed. Died July, 1924. 

(6) W. M. 69. April, 1924. Cystoscopy 
showed invasion of trigone. Growth apparent- 
ly limited to prostate, vesicles and trigone. 
April, 1924—four % erythema doses. Re- 
peated in July. Although he gained 9 pounds 
in weight, his prostate in August, 1924, felt the 
same as before treatment. His doctor reports 
(Dec. 6) he has been more comfortable since 
his radiation, but that the disease is progress- 
ing. He has had no vesical or rectal symptoms, 
but has pain apparently from spinal metastases. 

(7) T. H. 55. Laborer. May 17, 1923. 
Cachectic man. Symptoms of 1 yr. duration. 
To inner side of each Poupart’s Ligament is a 
round mass size of tennis ball. Chain of glands 
along left iliac vessel. Prostate hard; indura- 
tion in vesicles. Cystoscopy shows 4 oz. 
residuum. Prostatic outline irregular, with 
nodules and masses projecting. On base of 
bladder is one discrete round tumor. 

June 20-21-23. One-half erythema dose— 
170 K. V. on each of three successive days. No 
ill after effects. 

Nov. 15, 1923. For three months pt. was in 
bed with swelling of left leg. For two weeks 
has been at work. No bladder symptoms. Gain 
of 15 pounds. Mass in right pelvis is one- 
fourth the size it was. | Even less inside of left 
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Poupart. Suggestion of enlarged glands along 
aorta. Rectal: induration higher than finger 
can reach. Prostate is flat and softer than a 
malignant gland. Cystoscopy: No residuum. 
Prostatic outline only slightly prominent. 
Smooth except on upper quadrant where 
mucosa is irregular. One small nodule on 
trigone. Advised to have more X-Ray but did 
not come in. 

March 6, 1924. Has been working. Weight 
195, a gain of 12 pounds. Urine clear. Ree- 
tal: Prostate feels soft and not at all suggestive 
of malignancy. Above prostate bladder base 
feels firmer than usual. Cystoscopy: Prostate 
appears prominent, more like adenoma than 
carcinoma. Just above anterior commissure is 
a nodule in the bladder wall. Trigone—clear! 
Abdomen: mass inside of left ilium is barely 
palpable. No other glands felt. 

April 14-15-16-17. X-Rays. 
14 erythema dose each day. 

June 5. Feels well—no pain. No trouble 
voiding. Nocturia 1-2. Prostate large, elas- 
tic, movable, no suggestion of carcinoma. No 
masses in abdomen. Cystoscopy: Prostate 
prominent, like adenoma. No masses else- 


No. reaction. 


where in bladder. Sloughing area in roof has 


disappeared. 

November 27, 1924. Patient is feeling well 
and working full time. Only complaint is 
slight burning on urination. Color good. 
Weight normal. Abdominal examination 
shows no masses. Rectal examination: prostate 
large and elastic, not at all suggestive of malig- 
nancy. Cystoscopy: Urine slightly hazy. 
1 oz. residuum. Prostate shows enlargement of 
the lateral lobes, the appearance being typical 
of a benign hypertrophy. There are no slough- 
ing areas and no tumors seen anywhere in the 
bladder. 

The recital of this case, to me a very remark- 
able one, closes the very short series of clinical 
observations on this subject. 

In estimating the value of radiation in urolo- 
ev [ would agree with Ewing’s statement that 


while radiation of deep lying tumors may re- 
lieve pain and restrain their growth, it rarely 
cures. As an adjuvant to surgical renicval, 
deep radiation is a rational measure to employ, 
for it may restrain early metastases. 

In a large proportion of cases of carcinoma 
of prostate and bladder, especially of the for. 
mer, metastasis to the spine has already taken 
place before the diagnosis is made. We cannot 
expect radiation of the pelvis to check growth 
in the dorsal vertebrae, nor is it possible to 
radiate the entire body with a view to checking 
such metastases. We can only wait for them 
to develop, but when they do begin to cause 
pain, the suffering can be greatly relieved by 
appropriate radiation. 

In cases where it is inadvisable for any rea- 
son to remove the growth, such as early cancer 
of the penis or certain cancers of the bladder, 
the direct attack upon the tumor, using both 
Gamma and Beta radiation to slough out the 
pathological area, is a most satisfactory proced- 
ure, and one which may be attended by cure, 
provided metastasis has not already taken 
place. 

In short, there is place for radiation of the 
deeply penetrating type or of the locally caus- 
tie type in the majority of cases of malignant 
diseases of the genito-urinary tract. It may 
also be used with a fair measure of success in 
one condition which is not due to malignancy 
—namely, fibrosis of the corpora cavernosa. 
As regards the efficacy of deep radiation in con- 
trolling metastases, we have not yet sufficient 
information to enable us to know just how 
much it will accomplish. That it will check 
the development of many growths we have al- 
ready discovered; it will require much more 
extensive observation before we can estimate 
with accuracy the value of radiation in this 
field. 
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THE TREATMENT OF SYPHILIS WITH BISMUTH* 


BY J. L. GRUND, M.D. 


THE protean character and the diverse mani- 
festations of syphilis are such that the advent of 
a new drug, presenting an added avenue of at- 
tack, is as a rule, a welcome addition to the defi- 
nitely furnished armamentarium of modern anti- 
syphilitic therapy. Since its introduction. 
bismuth has demonstrated itself, following seru- 
pulous investigation both abroad and in this 
country, to be of definite potency in the subjec- 
tion of syphilis in experimental animals and in 
humans. In the great majority of instances, it 
has been used exclusive of any other form of 


*From the Department of Dermatology and Syphilis, Boston 
Dispensary. 


therapy; and the very favorable end results ob- 
tained naturally raise certain points of in‘erro- 
gation. Is bismuth to supplant the druvs at 
present in vogue? Is it to be used only as an 
adjunct to the arsenicals and mercurials? (r is 
it to be used only in certain contingencies wich 
may arise in the course of a case of sypiilis? 
With the immediate foregoing in view, t! re- 
sults obtained in a considerable series of “ses 
presenting syphilis in its various stages, w::! be 
portrayed. 

The first experiments with bismuth by 5::\ver" 
carried out on dogs were devoid of any pariicu- 
lar significance because of the developmen! of 
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severe stomatitis and enteritis, necessitating an 
early cessation of his studies. 

No fur/her work was attempted until as late 
as 1%). when Sauton and Robert? studied the 
spirillovidal effeet of sodium _tartrobismuthate 
on hens infected with Spirochaete gallinarum. 
The results obtained were of such satisfactory 
nature that the work was extended to subjects 
with recurrent fever and syphilis. The un- 
timely death of Sauton and the presence of war 
prevented the progress of experiments which 
were really of fundamental importance as a basis 
for the future role of bismuth in the therapy of 
syphilis. 

In 1920, 1921 and 1922, Sazerae and Leva- 
diti’, *, ° reported favorable results in experi- 
mental rabbit syphilis and in trypanosomiasis. 
Using sodium and potasium bismuth tartrate, 
they demonstrated that 0.05 gram per kilo body 
weight, a sub-lethal dose for rabbits, was cura- 
tive and sterilizing. 


The latter work was confirmed and elaborated 
upon by Fournier and Guenot® who employed 
the same drug and in a similar manner, namely 
by intramuscular administration, in the treat- 
ment of some 200 patients suffering from syphi- 
lis in some stage of its various manifestations. 
These authors conclusively prove that bismuth 
is of definite potent spirocheticidal value as evi- 
denced by the rapid disappearance of spiro- 
chaetes from specific lesions after several injec- 
tions of the drug, and a rapid detergescence of 
the signs and symptoms present in the secondary 
and tertiary stages of syphilis. In the great 
majority of patients the degree of positivity of 
the serum Wasserman reaction was reduced, and 
in some changed to the negative phase and main- 
tained as such. 


Among other early observers, Nicolas, Massia 

and Gate’ consider bismuth superior to the mer- 
curials. Following the use of various com- 
pounds of bismuth, Greeo and Muschietti® con- 
clude that though possessing a definite curative 
action on specifie lesions, bismuth could not re- 
place the arsenicals or merecurials at present in 
use, 
; Using the compound of bismuth hydroxide, 
Fourcade et al® report a rapidly curative action 
on clinical lesions, and in some eases a satis- 
factory modification of the Wasserman reaction. 
sf effect on the spinal fluid Wasserman was 
often, 


Levy-Bing’, Milian™, Covisa’, Jeanselme 


et ai’ Azoulay™, Miiller’® and Carle’ report 
ering results with bismuth and consider it 
of cecided value in the treatment of syphilis. 
peur os"* reports results obtained in 22 cases of 
Syphiiis, 18 of which were treated with bismuth 
alone and the remaining 4 with arsphenamine 
and bismuth, His conclusions indicate that the 
thers cutie action of bismuth, though slower 
than that of salvarsan, is far greater than that 


Obtained with mereury. 


In this country, Pardo-Castello'’, using bis- 
inuth solely, and treating 9 patients, each pre- 
senting either primary, secondary or tertiary 
cutaneous syphilis, obtained at the end of one 
course, involution of the lesions in every in- 
stance, a negative Wasserman test in 7, and a 
positive in 1. His drug of choice was quinine 
bismuth iodide, which he considers less liable 
to cause pain when injected intramuscularly, 
and less lable to induce a stomatitis. In a com- 
prehensive work, Klauder’® seconds the find- 
ings of Levaditi and considers bismuth as pos- 
sessing definite power in subjecting clinical and 
serological syphilis in its various stages. In ad- 
dition, he recommends its administration in cer- 
tain selected instances, in which subjects under- 
going treatment, act in a refractory manner to 
the arsenicals. Further data as to the advan- 
tageous results accruing from the use of this 
drug is evidenced in the reports of Hopkins”, 
McCafferty!, Raiziss et al**. 


Considering its use in neurosyphilis, Muel- 
ler®® reports a definite decrease of the pleocyto- 
sis as well as a distinctly beneficial effect on the 
symptoms usually present in this phase of the 
disorder. He ascribes the preceding to an 
ample amount of bismuth detected in the spinal 
fluid. Cébrian** maintains that it may be ad- 
ministered with desired results because of its 
ability to permeate the meninges and thus di- 
rectly affect the nervous system. In a recent 
study of more than 90 cases of general paresis, 
Marie and Kohen” attach to bismuth a greater 
capacity for the penetration of the nerve cen- 
ters in comparison with the arsphenamines and 
the mercurials. 

Thus, if all the foregoing reports are to be 
accepted at their face value, bismuth must be 
accorded a definite place in the present day 
treatment of syphilis. And it is hoped that 
light may be added to the extent in which bis- 
muth may be used in the subjection of the 
variegated manifestations of this disease. Dur- 
ing the past sixteen months, 109 eases of 
syphilis at the Boston Dispensary underwent 
treatment with bismuth and its effects, both ad- 
vantageous and deleterious, were closely seru- 
tinized. With the exception of a small number 
of early cases in which it was subtituted for 
mereury as an adjunct to arsphenamine in the 
intensive treatment, bismuth was employed in a 
conservative manner in that its administration 
was the sole alternative following the failure of 
older and more tried methods. The majority of 
patients was made up of those usually placed 
in the category of latent Wassermann-fast 
syphilis, the remainder consisting of those pre- 
senting a definite untoward sensitivity toward 
the arsenicals, or in whom, the type of syphilis 
present contraindicated the introduction of 
either neoarsphenamine, sulpharsphenamine or 
arsphenamine in a dose usually considered of 
therapeutic value. 
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THE CLINICAL APPLICATION OF BISMUTH 


In the present study, the form of bismuth used. 
was an oil suspension of potassium bismuth tar- 
trate, a compound having been recently re- 
ported by Klauder*® as possesing a greater 
therapeutic index than sodium and potas- 
sium tartrobismuthate, both in aqueous solu- 
tion and in oil suspension, and than bismuth 
trioxid. Since intravenous administration as 
demonstrated by animal experimentation has 
proved to be positively contraindicated because 
of its fatal toxicity, and since bismuth applied 
in the form of inunctions has been demon- 
strated to be of a lower spirochaetal value than 
a corresponding preparation of mercury, the 
sole method of introducing the drug in ques- 
tion was by the intramuscular route. It was 
introduced deep into the gluteal region in the 
same manner as mercury, care being taken that 
no bismuth was left behind in the subcutaneous 
tissues, an event which would almost invaria- 
bly result in the formation of a painful sterile 
abscess. 

Fournier and Guenot® advise a course of 
treatment totalling 2 to 3 grams administered 
in 10 to 12 injections during a period of one 
month. This necessitates an average of 
three injections a week, a method of procedure 
which has proved in other hands to be too dras- 
tic, the rapid accumulation of the drug in the 
body and its relatively: slow elimination often 
culminating in signs and symptoms of bismuth 
intoxication. 

Because of the long drawn out character of 
treatment in syphilis, the average dispensary 
patient is either very reluctant or finds it prac- 
tically impossible to attend the clinic more than 
once in seven days. Thus, with the exception 
of a small quota who received two treatments a 
week and a group of ostensibly sensitive sub- 
jects in whom it was thought that the initial 
dose should not be beyond 0.1 gram, 0.2 gram 
potassium bismuth tartrate containing 64-69% 
metallic bismuth was introduced once every 
seven days until a total of 3.0 grams of the 
drug was obtained, when the patient was or- 
dered a rest of one month to six weeks without 
partaking of any form of medication. Follow- 
ing this interim, a blood Wassermann test was 
obtained and a repetition of the treatment in- 
stituted until a persistently negative serum 
Wassermann reaction was maintained. With 
this method the occurrence of untoward reac- 
tions due to a large and rapid accumulation of 
bismuth in the organism was for the most part 
avoided. 


DISTRIBUTION AND ELIMINATION OF BISMUTH 


Experimental animal studies?’ indicate that 
bismuth injected intramuscularly is subse- 
quently found in the brain, salivary glands, 
liver, spleen and kidneys. Its elimination is 
accomplished in the sweat, milk, bile, urine and 
feces. In the urine it appears from 18 to 24 


hours following its introduction; and it has 
been detected from 20 to 25 days following the 
cessation of an administration totalling 2 to 
2.5 grams. 

Roentgenologic examinations at the site of in- 
jection prove that bismuth remains for some 
time in the gluteal muscles exerting thereby, a 
prolonged antisyphilitic effect. This phenom- 
enon illuminates certain cases of the writer’s 
series, in which cases manifesting a positive 
Wassermann reaction immediately after the 
culmination of a series of injections, turned neg- 
ative after an interim of one month in which 
no further treatment was given. 


UNTOWARD REACTIONS WITH BISMUTH 


Due to the conservative manner in which bis- 
muth was administered, the number of reac- 
tions noted were relatively few and occurred in 
patients naturally sensitive to such a degree 
that a more intensive plan of treatment would 
undoubtedly have been followed by untoward 
symptoms much more lasting and severe. Wheth- 
er or no, pigmentation of the gums is to be con- 
sidered a danger signal is a question, for its 
universal presence in this series, very naturally 
minimized any apprehension as regards unto- 
ward symptoms which might have followed in 
its wake. However, pigmentation plus a foul 
breath should warrant immediate cessation of 
treatment which should not be resumed until 
the patient assumes a more normal status. 


In a report on the untoward manifestations 
encountered in their work, Milian and Perin” 
present certain interesting statistics; 56% of 
their cases developed pigmentation of the gums 
between the 5th and the 12th injection ; 30% de- 
veloped circumscribed ulcerations, and 2%, a 
generalized stomatitis. These results were ap- 
parent when 0.2 gram was administered every 
two days, and were materially reduced when 
bismuth was injected every three days. 

Histopathological studies disclosed the pres- 
ence of bismuth in the form of irregular gran- 
ules in the capillaries uniting the arterioles and 
the venules with a resulting thrombosis. Bis- 
muth was present on the endothelial walls and 
within the endothelial cells, pushing the nuclei 
to one side. The occurrence of plasma cells 
and lymphocytes in the derma were indicative 
of a certain amount of inflammatory reaction. 
Bismuth was also found by microchemica!. an- 
alysis, within the endothelial cells and in the 
circulation. The presumption was that the 
ulceration produced by the bismuth was by 
means of vascular obliteration. 


Reports emanating for the most part from 
France, indicate that intolerance toward bis- 
muth may manifest itself by the appearance of 
cutaneous reactions. Thus Galliot?® reports as 
occurring during the course of bismuth therapy 
four dermatologic entities, a relatively severe 
form of generalized exfoliative dermatitis; 4 
searletiniform erythema, a papulosquamous 
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erythema and an urticarial erythema. The 
eruptions, with the exception of the first form, 
were benign, lasted from several hours to sev- 
eral days, were unaccompanied by any consti- 
tutional symptoms, ceased when treatment was 
intrrupted, and reappeared when it was 
resumed. 

Icterus®® has been reported as occurring late 
in the treatment of syphilis with bismuth. 

As stated heretofore, practically every case 
in this series, undergoing treatment with bis- 
muth, presented a slate gray to grayish brown 
pigmentation at the gingival borders of the 
gums, appearing as early as after the 4th injec- 
tion, and in some instances, lasting as long as 
six weeks after all treatment had been termi- 
nated. The location and appearance of the 
bismuth line was very much like that usually 
seen in lead poisoning. As a rule, subjects 
with poor mouth hygiene, pyorrhea, and dental 
decay, exhibited a much more pronounced and 
lasting degree of pigmentation. On two occa- 
sions, it was necessary to discontinue treatment 
because of the pain elicited at the site of injec- 
tion. On another occasion, the occurrence of 
severe joint pains was of sufficient moment to 
warrant the cessation of treatment. 

One patient complained of severe toothache 
necessitating a rest of two weeks without treat- 
ment. In cases in which resumption of treat- 
ment is necessary, one must grope in the dark 
as it were, and administer small doses in order 
to prevent the reappearance of toxic symptoms. 
Urinary tests including exact examination of 
the sediment were carried out every two to six 
weeks, and in no single instance was any evi- 
dence of kidney damage discovered. Proba- 
bly of some interest was a case of asthma and 
syphilis, in which the asthmatic symptoms ap- 
pearing with great infrequency while the pa- 
tient was receiving arsphenamine treatment, be- 
came markedly aggravated and were a source 
of great discomfort on the day following the 
administration of bismuth. In a small num- 
ber of patients, there was noted while the in- 
jection of bismuth was being carried out, an at- 
tack bordering on the verge of syncope; just 
before the drug is wholly injected, the recipient 
turns very pale, perspiration becomes apparent 
on the brow and a state of collapse seems immi- 
nent. This state of affairs, however, passes 
very rapidly and is in all probability, a reac- 
tion similar to that not uncommonly seen when 
a small amount of blood is withdrawn for the 
Purpose of a Wassermann test. No other 
deleterious effets, such as cutaneous eruptions, 


Anorexia, loss of weight, chills or malaise were 
observed. 


BISMUTH IN EARLY SYPHILIS 


The golden opportunity in syphilis lies in its 
early stages when the definite recognition of the 
disease. followed by the immediate application 
of intelligent therapy, offers the most hopeful 
means of prompt subjection and ultimate cure. 


Taking into cognizance reports previusly men- 
tioned regarding the relatively higher spiroche- 
tocidal value of bismuth in comparison with that 
of mercury, bismuth was substituted for mer- 
cury in a small number of early cases, seven in 
all. In all cases, symptoms and signs rapidly 
subsided; in three instances the Wassermann 
test turned to negative following the adminis- 
tration of the final arsphenamine treatment, in 
two instances to negative after the final bis- 
muth injection, in one instance to doubtful and 
in the last instance no serological change was 
obtained. It may be mentioned that every 
case presented a positive Wassermann reaction 
at the inception of treatment. In the observa- 
tion of these cases, continuing to date, no re- 
lapse, either clinical or serological, was noted as 
occurring in those cases beneficially influenced 
by the treatment. The following is a typical 
ease record: Case 1:—A white woman, aged 23, 
was seen with a typical syphilitic roseola; the 
Wassermann test was positive. She was seen 
three times in seven days, during which period 
she received two injections of 0.2 gram of 
potassium bismuth tartrate with butyn and one 
injection of neoarsphenamine. She was seen 
three times a week for four weeks and twice a 
week for three additional weeks when a blood 
Wassermann reaction was thought advisable; 
this returned positive. Bismuth was then ad- 
ministered in the above mentioned dose twice a 
week until a total of three grams was received. 
Following a rest period of four weeks, the Was- 
sermann reaction had turned to negative. No 
relapse has occurred. 

Two cases were studied in which it was im- 
possible to introduce arsphenamine by the in- 
travenous route, and in whom the attendant 
pain was altogether too severe when sulphar- 
sphenamine was administered intramuscularly. 
In both instances, bismuth only was used. The 
signs and symptoms rapidly retrogressed, the 
Wassermann test in one case turning to 
negative at the end of the first course, in the 
other to doubtful at the end of the first course 
and to negative at the end of the second. 

The following is a record of one of these 
cases: 

Case 2:—A woman, aged 26, married, entered 
the clinic presenting a late chancre of the right 
labium minor. Arsphenamine treatment was 
attempted, but failure resulted because of the 
marked obesity of the patient. Because of the 
pain incurred when sulpharsphenamine was in- 
troduced intramuscularly, it was necessary to 
use bismuth as a last resort. Table 1 presents 
the results obtained with the administration 
twice weekly of 0.2 gram bismuth over a period 
of eight weeks. 

In the early stages of syphilis, when the most 
telling blow must be struck, it seems that the 
chemotherapeutic attack, as represented by the 
combined introduction of the arsphenamines 
and bismuth, offers a much more secure basis 
for the immediate control and final steriliza- 
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tion of the disease than the combination of 
arsphenamine and mercury. 


BISMUTH IN ARSPHENAMINE JAUNDICE 


An unfortunate complication occurring 0c- 
casionally during the course of early syphilis is 
jaundice, due in most instances to an intoler- 
ance toward arsenic and in an extremely small 
number if at all possible syphilitic hepa- 
titis. In just what proportion of the cases 
in which it occurs, blame may be laid either 
to one or the other, is very difficult to 
say. The most reasonable and the safest postu- 


evident. Ten weeks after admission, a mo ler- 
ately marked jaundice appeared necessitatiug 
immediate cessation of all treatment. Twelve 
days after the appearance of jaundice, a pro- 
fuse papular eruption became apparent on the 
face and trunk. Accompanying the latter was 
an inflammation of the iris. The latter were 
undoubtedly all manifestations of secondary 
syphilis. Twenty-one days following the ap- 
pearance of jaundice, the sclerae cleared, the 
urine assumed a normal color and the stools. a 
normal consistency. The eruption and iritis, 
however, were still present. Treatment with 


TABLE 1 


BISMUTH AS AN ADJUNCT IN TREATMENT OF EARLY SYPHILIS 


§ 45 #825 
5 4 5 Z5B <5 BRE as 
1 Chancre Arsph. and 6 14 0.2 To neg. Arsph. Early disappearance of 
bism. from pos. and bism. chancre; no secondary le- 
sions. 
2 Chancre Arsph. and 1 15 0.2 To neg. Bismuth Early disappearance of 
bism. from pos. chancre; no _ secondary 
eruption. 
10 Papular Arsph. and 6 12 0.2 From pos. Arsph. Good both as regard signs, 
bism. to doubt. and bism. symptoms and Wass. reac- 
tion. 
11 Chancre Arsph. and 12 6 0.2 From pos.  Bism. in Early involution of prima- 
bism. to neg. place of ry; no secondaries. 
mercury 
12 Roseola Arsph. and 12 12 0.2 From pos.  Bism. in Early disappearance of 
bism. to neg. place of rash; good effect on Wass. 
mercury 
13 Roseola Neoarsph. 6 15 0.2 From pos. Neoarsph. Excellent, 
to neg. 
14 Chancre Arsph. and 8 15 0.2 Remained  Arsph. Early involution of chan- 
bism. positive cre; no secondary manifes- 


tations. 


late to maintain is that every case of jaun- 
dice occurring during or immediately after the 
administration of arsphenamine is due to the 
deleterious effects of the drug unless proven 
otherwise. In a small number of such eases 
‘ occurring in this study, it was thought advisa- 
ble, following the disappearance of the jaun- 
dice, to recourse to bismuth and to take no 
further chances with arsphenamine. The fol- 
lowing is a report of such a ease: 

Case 3:--A man, aged 32, married, entered 
the clinic with a late primary sore of the penis. 
There was marked enlargement of the inguinal 
lvmph nodes and the epitrochlear nodes were 
palpable. The Wassermann reaction was posi- 
tive. Intensive treatment with arsphenamine 
and mercury was immediately instituted with 
rapid cicatrization of the chanere. No see- 


ondary signs or symptoms were subsequently 


bismuth was instituted. The papules rapidly 
retrogressed and finally disappeared and the 
iritis improved to a marked degree. The Was- 
sermann reaction was obtained in its negative 
phase at the end of the course of bismuth. 
The patient is still undergoing treatment—+tt 
the drug; no jaundice or cutaneous signs have 
since been evident and in the negative phase 
the Wassermann reaction has been maintained. 

Five additional cases, in which an interven- 
ing jaundice necessitated turning to bismuth as 
a measure of definite potency in continuing as 
near as possible an uninterrupted plan of freat- 
ment, form the basis of this phase of the study. 
Though these six cases appear to be a small 
number, the definite therapeutic effect on the 
lesions and in some instances on the Wasser- 
mann reaction, justifies the deduction that bis- 
muth is of definite value in cases of this nature. 


( 
‘ 
( 
é 


| 
] 
] 
] 
1 
i 
] 
a 
{ 
a 
t 
a 


TREATMENT OF SYPHILIS 


Volume 192 
Number 5 


WITH BISMUTH—GRUND 345 


RISMUTH FOLLOWING A CUTANEOUS ARSPHENA- 
MINE DERMATITIS—ERUPTIONS 


Among the rarer and more disturbing com- 
plications occurring during the course of 
arsphenamine therapy, is a cutaneous arsphena- 
mine eruption. Its presence is a matter of 
considerable importance in that immediate ab- 
stinence from all forms of antisyphilitic ther- 
apy is absolutely essential. Furthermore, fol- 
lowing the disappearance of the eruption, 
arsphenamine must not be reintroduced be- 
cause of the possibility of the appearance of 
further similar by-effects. If the desirability 
of using arsphenamine is still entertained, 
a considerable period of time must elapse 
before the patient again receives arsenic 
in any one of its forms. Taking these facts in- 
to consideration, it is obvious that with mer- 


cephalalgia, one of an increased loss of hair, 
one of ostalgia and one of no symptom 
whatever. In three patients the Wassermann 
reaction was positive, in one doubtful, and in 
one negative. The results obtained were most 
encouraging. All symptoms disappeared at 
the end of from the fourth to the seventh injec- 
tion of potassium bismuth tartrate. At the 
end of one course, two positive Wassermann re- 
actions had been reversed to negative, the nega- 
tive retained its status, the doubtful was 
changed to negative and one positive Wasser- 
mann was not at all influenced. The patients 
all showed clinical improvement, and four of 
the entire total of five presented an encourag- 
ing change in the Wassermann reaction. Up to 
the present, there has been no recurrence of the 
original eruption because of which a change in 


TABLE 2 


TREATMENT WITH BISMUTH FOLLOWING ARSPHENAMINE JAUNDICE 


% 
3 Ba <6 2S BSE as 
3 Papular Arsph. and Pos. 0.2 15 Neg Bism. No reappearance of jaundice; rapid 
eruption mercury disappearance of secondary rash. 
15 None Arsph, and Pos. 0.2 13 Doubt. Bism Good. 
mercury 
16 ~Palpable Arsph. Pos 0.2 12 Neg Bism Decrease in size of liver. 
liver 
17 None ° Arsph. and Neg. 0.2 15 Neg. Bism 
mercury 
18 Pharyngi- Arsph. and Pos. 0.2 15 Neg Bism Disappearance of specific sore 
tis (syph.) mercury throat after 4th injection. 
18 None Arsph. Pos. 0.2 15 Pos Bism 


cury and potassium iodide as the only anti- 
syphilitie measures left available, the control 
of an early ease of syphilis presenting an 
arsphenamine eruption becomes a matter of 
some difficulty and concern. Moreover, the 
fact that _a_case of early syphilis inadequately 

tated, in contradistinction to those that have 
undergone adequate antisyphilitie therapy, 
may present late visceral and neurologic com- 
pacations, arouses a certain degree of appre- 
hension, With all this under consideration, 
live cases Of early syphilis, in which an ensuing 
arsphenamine eruption necessitated interruption 
0: the treatment, were studied with the purpose 
of ascertaining whether or not bismuth, used 
exclusively, could serve as a measure of suffi- 
potency in controlling the specific mani- 
fostations of the disease as presented in these 
paticnts. All five patients had received intense 
witispecifie treatment before the appearance of 
the eruption; following the disappearance of 
ish two complained of a moderately severe 


the 


treatment was necessary; and the improved 
Wassermann reactions have remained as such. 
A typical case history follows: 

Case 4:—A male, colored, aged 39, entered 
the clinic in March, 1924, with a primary sore of 
the genitals. Dark field examination and Was- 
sermann reaction were positive. The usual 
intensive antisyphilitic measures were applied. 
Following a total of ten injections of arsephen- 
amine and four of an insoluble salt of mercury, 
a fine pin-point papular gnd scaling eruption, 
which was moderately itching, appeared on the 
lower third of the extensor surfaces of both 
arms and the backs of both hands. Treatment 
was immediately discontinued. Following a 
period of six weeks in which no therapy was at- 
tempted, the eruption entirely cleared. At this 
time the patient*complained of severe nocturnal 
headaches. The Wassermann reaction was 
positive. Injections of bismuth were then 
started, the patient receiving 0.2 gram potas- 
sium bismuth tartrate once a week until a total 
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of three grams was received. The headaches 
disappeared at the end of the sixth injection, 
a feeling of general well being became evident, 
the Wassermann reaction turned to negative at 
the end of the course and no cutaneous signs be- 
came evident. 

The results obtained in the preceding cases 
were sufficiently definite and encouraging to 
sustain the further use of bismuth in cases of 
_ this nature. 


BISMUTH IN ARSENIC-RESISTANT AND MERCURY- 
RESISTANT SYPHILIS 


In a syphilis clinic of large proportions, one 
is occasionally confronted with types of cases 
which call forth a certain degree of therapeutic 
mmgenuity. The occasional existence in a pa- 
tient of a strain of spirochaete, the clinical man- 
ifestations of which will resist both arsenic and 


red, indurated, pea-sized papules which rapidly 
broke down becoming painful and disfiguring 
to a marked degree. The Wassermann taken at 
this time had turned positive. Treatment with 
mercury was immediately discontinued and 
arsphenamine used in its place. Its effect on 
the cutaneous lesions was rapidly apparent. 
The papules and ulcerations disappeared and 
at the end of the 8th arsphenamine injection 
the Wassermann reaction was again negative. 

When treatment with mercury was once 
again instituted, the exact duplication of events 
occurring when mercury alone was previously 
used took place. The Wassermann reaction 
again became positive. The papules and nod- 
ules which had reappeared, were immediately 
influenced by the injection of one arsphena- 
mine and one bismuth in seven days. At the 
end of four weeks, the cutaneous lesions had 


TABLE 3 


BISMUTH MEDICATION FOLLOWING SUBSIDENCE OF ARSPHENAMINE ERUPTIONS 


a 
¢ 
2 
= = & x o x 2s Nn 
4 Maculopapu- Arsph. and Pos. 0.2 15 £Neg. = Bism No reappearance of eruption; disap- 
lar on hands mercury pearance of headaches. 
and arms 
20 Urticaria Arsph. Neg. 0.2 15 £=Neg Bism. , 
21 ~#Icthyosiform Arsph. Pos. 0.2 15 Neg. Bism. Great decrease in scaling; disappear- 
eruption on ance of bone pains. 
arms and legs 
22 Scaling mac- Arsph. and Pos. 0.2 15 #£=YDoubt. Bism. Loss of hair diminished. 
ular eruption mercury 
both lower arms 
23 Erythema Arsph. Pos. 0.2 12 ~~ Pos. Bism. 
multiforme 


mercury is an accepted fact; and its presence 
usually places the physician treating it in a 
quandary. In three cases of this nature, bis- 
muth was resorted to with highly gratifying re- 
sults. In all three the manifestations of this 
type of syphilis were definitely controlled and 
placed in a state of definite subjection by 
intramuscular injections of bismuth. The fol- 
lowing cases will illustrate the preceding: 
Case 5:—-A man, aged 23, entered the clinic 
in Sept., 1923, with a primary lesion of the gen- 
itals and a positive Wassermann test.  Inten- 
sive treatment with arsphenamine and mercury 
was carried out with rapid disappearance of 
the chancre and the production of a negative 
Wassermann reaction. Following the req- 
uisite number of arsphenanfine injections, 
treatment, in which only mercury was used was 
started. Following the fourth injection of an 
insoluble salt of mercury, there appeared on 
the forehead, nose and both arms, many dark 


entirely disappeared and the Wassermann re- 
action had assumed a negative phase. Two week- 
ly injections of bismuth were then given until a 
total of three grams were administered. There 
Wassermann was maintained as negative and 
no cutaneous signs reappeared up to the pa- 
tient’s disappearance from the clinic in Aug., 
1924. It may be said in passing, that at no 
time following the first omission of mercury 
was it again used. This case was undoubtedly 
a case of definite mercury resistant syphilis. 
Case 6:—A woman, married, aged 25, entered 
the clinic in Dec., 1928, with a recently healed 
ulcer on the right labium major and a general- 
ized syphilitic roseola. The Wassermann test 
was positive. Following intensive treatment, 
all signs of syphilis disappeared and the Was- 
sermann was reversed to negative. Six weeks 


after entrance, a slightly itching macular and 
maculopapular eruption appeared on the trunk 
and thighs. At first it was thought that the 
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Number § 
eruption was due to arsphenamine and there-| Six cases of this type were studied. In all 


fore the administration of the latter drug was 
discontinued. The eruption, however, became 
rapidly more profuse. The Wassermann reac- 
tion was positive. 0.2 gram potassium bismuth 
tartrate was then injected twice in seven days. 
The eruption disappeared after the 6th injec- 
tion and the Wassermann reaction changed to 
negative at the end of the 15th. This case por- 
trays the results that may be obtained with bis- 
muth in arsenic-resistant syphilis. 

The results obtained in three cases of this 
nature confirm clinically, the evidence present- 
ed by Klauder** in experiments in which he 
produced animals infected with syphilis and 
resistant to arsenic but vulnerable to the anti- 
specific effects of bismuth. 


the only therapeutic measure resorted to, was 
the administration of bismuth. At the termi- 
nation of one course, three cases exhibiting pos- 
itive Wassermann reactions remained positive, 
one positive was changed to doubtful, and two 
to negative. The following is an illustrative 
case: 

Case 7:—A private patient, a woman aged 
42, was seen who presented an entirely negative 
history with the exception of frequent headaches 
and a feeling of being below par. The physi- 
cal examination was entirely negative. Two 
consecutive Wassermann tests were positive. 
After receiving 0.25 gram arsphenamine the 
patient exhibited a marked reaction. On the 
following week she received 0.15 gram _neo- 


TABLE 4 
THE UsE oF BISMUTH IN THOSE EXHIBITING ARSPHENAMINE REACTIONS OR NITRITOID CRISES 
= 
~ fo) 
at on) ., 
5 4 Bo <5 28 BSE as 
7 None Pos. 0.2 12 Neg Bism. Marked improvement in subjective symp- 
toms; Wass. still neg. 
25 Scaling syph. Pos. 0.2 15 Pos. Bism Disappearance of rash after 7th injection. 
eruption 
26 None Pos. 0.2 15 Pos. Bism After 2nd course Wass. doubtful. 
27 None Pos. 0.2 14 Pos. Bism 
28 Chancre Pos. 0.2 15 Neg. Bism Rapid involution of chancre; no subsequent 
secondary signs or symptoms; no relapse 
‘of Wass, reaction. 
29 None Pos. 0.2 15 Doubt. Bism. 


BISMUTH AS AN ALTERNATIVE FOLLOWING THE 
NITRITOID CRISES OCCURRING DURING ARSPHEN- 
AMINE THERAPY 


Untoward reactions occurring during or soon 
after the administration of arsphenamine, are 
seen with relative frequency. They invariably 
call for a reduction in the amount of arsphena- 
mine received by the patient. This, in the 
great majority of instances, suffices for the pre- 
vention of the recurrence of this manifestation 
which in its most classical aspects is repre- 
sented by a rapid suffusion of the face, a sensa- 
tion of ensuing suffocation and collapse or 
severe pain in the lumbar region. If a reduction 
in the amount of arsphenamine administered 
does not act as a preventive, one may usually 
turn to either neoarsphenamine or sulph- 
arsphenamine with, as a rule, successful re- 
sults. However, there occur occasionally cases 
that will not tolerate arsenic in any form or at 
the most will imbibe an amount which appears 
to be below the therapeutic level desired in the 
case at hand. Mercury by itself, seems in 
¢ases of this nature to be of insufficient value. 


arsphenamine with a similar result. Five 
days later she received 0.15 sulpharsphen- 
amine and late in the evening of the second 
day, thirty-six hours later, she experienced a 
severe chill lasting fifteen minutes. It was 
then decided to resort to bismuth. 0.2 gram 
was injected every seven days for twelve weeks. 
The headaches disappeared entirely, the gen- 
eral condition of the patient improved greatly, 
and the Wassermann reaction was changed 
to negative. Following a two months period 
without treatment a second course was 
completed. No further treatment was at- 
tempted. The patient has gradually gained in 
weight. Blood for Wassermann tests has been 
taken every two months during the past ten 
months but no reversal of the reaction has taken 


place. 


BISMUTH IN CARDIOVASCULAR SYPHILIS 


When first introduced it was thought that 
salvarsan as a drug was too powerful and the 
probable ensuing effects too deleterious to be 
used in patients suffering with cardiovascular 
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disease. This conception has in the course of 
time been modified, and the arsphenamines are 
being administered, carefully and in small doses 
to be sure, in specific disease of the circulatory 
apparatus. Concerning the heart, it is evident 
that an organ of its nature, brought to a much 
lower level both as regards its susceptibility to 
injury and its capacity for work, must suffer 
greatly by any untoward effect produced by the 
intravenous introduction of a drug with the 
properties of salvarsan. 

In a study of ten patients treated at their 
clinic, Keidel and Kemp*! report certain inter- 
esting observations. Two patients treated 
with arsphenamine died, one immediately after 
a third injection of arsphenamine, and the 
other several days after receiving the drug. 
Death in both instances was preceded by signs 
of cardiac failure. Because of the occurrence 
of severe reactions, it was necessary to discon- 
tinue arsphenamine in the third case. The re- 
action observed was the cause of grave alarm. 
During the course of the injection there was ap- 
parent sudden syncope, cyanosis, a greenish 
pallor, and cold sweat. Respirations became 
slow and gasping. There was bradycardia, 
with lowering of the blood pressure, and small, 
often imperceptible pulse. The effect of 
arsphenamine in cases of this nature is prob- 
ably produced by a toxic action on the heart 
muscle itself and on the conducting apparatus. 

These authors state furthermore, that very 
little can be accomplished with mercury and 
potassium iodide as the only form of therapy. 
Only one of six patients so treated, showed 
symptomatic improvement, but no change in the 
physical signs. One was no worse after two 
and one half years of treatment; one was worse 
after one year of treatment; two became too ill 
to return to the clinic, and one died. All pa- 
tients in this subgroup remained sero positive. 


Confronted in every instance in cases of this 
nature, with the possibility of a severe reaction 
and subsequent possibility of death when 
arsphenamine is administered, the introduction 
of this drug in eases of cardiac syphilis should 
be considered with some apprehension. More- 
over, the apparent therapeutic inefficacy of 
mercury and iodide used alone, is an added ob- 
stacle in the treatment of this type of syphilis. 

It is suggested that in cases of this nature 
bismuth, together with potassium iodide, be 
used instead of arsphenamine and mercury. In 
a perusal of the literature it has been impossi- 
ble to find any reference pointing to an unto- 
ward action of bismuth when used in patients 
with hearu disease and an added syphilitic in- 
fection, or in subjects manifesting syphilitic 
heart disease. It is also suggested that bis- 
muth be given a trial either as an adjunct to 
arsphenamine or in its stead in certain selected 
cases of aortitis and aneurysm. 

Case 8:—A man, aged 43 years, was seen 


definite aortic regurgitation. He complained 
of slight shortness of breath and occasional 
precordial pain. The Wassermann reaction 
was positive. He received 0.15 neoarsphen- 
amine and before the intravenous injec- 
tion had been completed, he presented an 
alarming reaction. Pallor, a cold sweat, and 
gasping respirations were evident. The heart 
rate became definitely slower and many ex- 
trasystoles were heard. Adrenalin was imme- 
diately administered with a slow recovery of 
the patient. On the following week bismuth 
was injected intramuscularly in'a dose of 0.1 
eram. Up to the present time he has received 
1.2 grams potassium bismuth tartrate without 
any untoward results. There has been no 
change in the Wassermann reaction and no 
ehange in the physical findings. There has 
been, however, a marked syptomatie improve- 
ment. 


EFFECT OF BISMUTH IN WASSERMANN-FAST 
LATENT SYPHILIS 


This group is made up of seventy-nine pa- 
tients, all of whom had received treatment with 
arsphenomine and mercury during the course 
of from one to seven years. Seventy-five have 


TABLE 5 
EFFIcAcY OF BISMUTH IN “LATENT” WASSERMANN-FAST 
SYPHILIS 
2 bi 
75 Pos. 15 0.2 24 3 48 3 
4 Pos. 30 0.2 2 2 1 


already received one course of bismuth in- 
tramuscularly and are undergoing a second 
course of treatment, and four have already re- 
ceived two courses of treatment. Twenty-four 
patients presented a seronegative reaction and 
three a change to doubtful at the end of one 
course. Of the four who have received two 
courses of treatment, two cases which were neg- 
ative at the end of the first course have re- 
mained negative and two cases which were pos- 
itive were turned to doubtful. Three cases 
which were negative at the end of the first 


ond course was begun. Three cases having been 
changed to negative at the termination of one 
course, were given arsphenamine, at the end of 
a course of which, the Wassermann change‘! to 
positive. One case presenting a doubtfw' re- 
action at the end of the second course also re- 
lapsed to positive when given arsphenamine. 


presenting an enlarged heart and signs of 


The deductions to be drawn from these results 


course, relapsed and were positive when a sec- 
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are evident. All cases of arsenic and mereury 
fast cases of latent syphilis should be given a 
trial with bismuth. Subjects showing no re- 
sults at the end of one course, should be placed 
under further treatment with this drug. 
Furthermore, when a promising serological re- 
sult is obtained, it is advised that the form of 
medication bringing it about be continued un- 
til a persistently negative Wassermann reac- 
tion is maintained. 


SUMMARY 


Bismuth places in the hands of the medical 
profession another anti-syphilitie drug _ to 
which it may recourse when certain inevitable 
pitfalls occur during the course of a disease with 
the many sided nature of syphilis. The re- 
sults of the studies of authors quoted, leave no 
doubt as to its spirochetocidal value which ob- 
viously cannot be as immediately efficacious as 
that of the arsphenamines, because of the much 
larger amount and the manner in which the 
latter is administered. 

Its superiority over mercury both in its 
spirochetocidal and serologic aspects are plain- 
ly evident. Milian in this regard places it mid- 
way between the arsenicals and mercury and 
compares the therapeutic activity of arsphena- 
mine, bismuth, and mereury in the following 
manner: the therapeutic activity of arsphena- 
mine is represented by the figure 10, that of 
bismuth by 7 and that of mercury by the figure 
4. With this in view, bismuth must be serious- 
ly considered in the future as an adjuvant to 
the arsenicals in the routine’ treatment of the 
average case of syphilis. When conservatively 
administered, its untoward effects are not great- 
er and of no graver moment than those obtained 
with mereury. 


In cases of jaundice and of arsphenamine 
dermatitis due to arsenic, in which potent anti- 
Syplilitie measures are desired, and in which 
it is necessary to obviate the reappearance of 
these untoward states, bismuth may be used 
with satisfactory results both clinically and 
serologically. Cases with arsphenamine intol- 
erauce as manifested by nitritoid crises, are 
equaliy favorably influenced. In addition, in 
cases in which there is evident a strain of 
Spirochaeta pallida with its ensuing manifesta- 
tions, resistant to either arsenic or mercury or 
to both, bismuth has been of definite potency 
: controlling all signs and symptoms of the 

isease, 

‘ithough the obtaining of a negative Was- 
sermann should not be considered the solely de- 
sired end result in every case of syphilis, it 
must be admitted that a negative reaction is a 
source of comfort to both physician and pa- 
hlent. and presents a basis for a more rational 
and definite plan of future treatment. In ob- 
taining a definite change in the Wassermann 
reaction in 34% of a total of 79 eases at the end 
of a single course of bismuth with the probabil- 


ity of a somewhat larger proportion occurring 
after further treatment, it is easily seen of 
what distinct value bismuth is in this connec- 
tion. It has proved in our hands far superior 
to sulpharsphenamine*™ in cases of this nature. 


It is suggested that bismuth be given a trial 
in cases of syphilitic cardiovascular disease 
when the latter cannot or should not receive 
arsphenamine or any of its allied products. 


It is generally’® held that the baneful action 
of irregular and lapsing treatment in syphilis, 
increases the incidence of visceral and neuro- 
syphilis. A small number of arsphenamine in- 
jections administered during a comparatively 
long period of time, and then followed by the 
cessation of treatment, places the patient in a 
state similar to that obtaining in the early in- 
cubation period of syphilis when spirochaetes 
abound and the host exhibits no immunologic re- 
sponse. Ehrlich’s explanation of this phenom- 
enon is as follows: ‘‘In these patients, the great- 
er number of spirochaetes are destroyed by the 
powerful spirochaetocidal of arsphenamine. 
So rapidly is this accomplished that the usual 
tissue immunity which develops as a result of 
contact between parasite and host, is lacking; 
as a result, a small focus of spirochaetes in the 
tissue of the central nervous system, which may 
escape the action of salvarsan develops in the 
susceptible host with great rapidity and sever- 
ity.”’ Bismuth, because of its lower spirocho- 
cidal value and slower rate of absorption and 
elimination, should not when introduced lower 
the immunologic response of the patient to the 
degree in which arsphenamine tends to. With 
this explanation at hand, it is thought that the 
use of bismuth in cases of this character, may 
be followed by a lower incidence of visceral and 
neurosyphilis. 

From the point of view of expectancy rather 
than from any proof definitely presented, it is 
suggested that bismuth be used as an adjunct 
to the drugs accepted at present as of definite 
value in the treatment of syphilis of the ner- 
vous system. 

In the final analysis, it is hoped that the im- 
pression is not conveyed that bismuth is a cure- 
all but that it should be resorted to when 
syphilis cannot be controlled by methods at 
present in vogue. Its application should be 
limited to those cases resistant to the arsenicals, 
or in which it is inadvisable to introduce the 
latter. In addition its use as an adjunct to the 
arsphenamines in all types of syphilis in con- 
tradistinction to the long established use of . 
mercury in this connection, is presented as a 
subject to be seriously considered and given 
further trial. 
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THE INTRASPINAL USE OF GENTIAN VIOLET* 


BY BERNARD I. GOLDBERG, B.S., M.D., BOSTON 


THE importance of therapeutics in septicemia 
and allied conditions has been responsible for 
the rapid advance in the study and application 
of chemo-therapy. The results attending its 
use have been encouraging enough, at least, to 
warrant continued application in the search "for 
bacterial antagonists. Heretofore, the bacterial 
antagonists have been chiefly lytic in action; in 
the ease of the dyes, however, Churchman’, $ 
has demonstrated that it is primarily the inhi- 
bition of growth by staining that constitutes its 
modus operandi, and hence he rightly insists 
that this effect be termed bacteriostatic rather 
than bactericidal. 

In the field of the try-phenyl-methane dyes, 

of which gentian violet is the chief one used, 
Churchman has been the pioneer. In 1912, he 
first showed the selective bacteriological action 
of gentian violet towards Gram positive organ- 
isms. That there is a rough parallelism be- 
tween this selectivity and Gram reactivity has 
also been stated, though there are definite ex- 
ceptions. From its original therapeutic appli- 
cation to joint infections®, *, ° its domain of use 
~ has broadened, until we find in the literature 
reports of treatment by it of empyema’, otitis 
media’, septicemia®, °, diphtheria wound infec- 
tion’ and carriers". 

Gentian violet will exert inhibitory action in 
dilutions of 1 to 1,000,000 in vitro'?. Church- 
man has demonstrated ‘experimentally on syno- 
vial membrane and intestinal mucosa that it has 
no deleterious effects on tissue cells. Cells cul- 
tured in vitro continued to reproduce even 

though ‘nuclear staining had occurred’. The 
reaction of the meninges would probably re- 
semble most that of the synovial membrane. It 

*From the Neurosyphilis Clinic, Boston Psychopathic Hospital. 


This study was aided by a fund granted by the Massachusetts 
Mental Hygiene Division. 


was impossible to say whether the more vulner- 
able nervous tissue of the spinal cord would be 
equally unaffected; no data could be found in 
the literature relating to the action of the dye 
on nervous tissue. 

The feasibility of intraspinal use presented 
itself in two cases. These were cases of estab- 
lished general paresis, both having received a 
long course of Swift-Ellis intraspinal injections 
of pooled Tryparsamized serum.* Following 
one of the treatments, both patients complained 
of headache. In one case there was an accom- 
panying slight rigidity of the neck and a rise 
in temperature to 102 the following day. Im- 
mediate drainage yielded a spinal fluid showing 
a pleocytosis with a preponderance of poly- 
morphs. Then followed, in that case, a course 
of irregular temperatures, not definitely of the 


‘so-called septic type, lasting seven weeks and 


terminating fatally. During this period, the 
treatment consisted of spinal drainage two to 
three times a day and intraspinal injections of 
gentian violet. (See tables.) A complicating 
factor was a purulent and gangrenous cystitis 
following frequent catheterization. 

In the other case, there was a more typical 
temperature chart with daily swings from 99 to 
104 for five and one-half weeks, after which 
there was a dramatic fall to normal with com- 
plete recovery. Both patients received a few 
injections of mercurochrome intravenously. 
Although both cerebrospinal fluids were puru- 
lent in character, no growth was obtainable on 
plain agar, blood agar and bouillon. 

The initial intraspinal injections were given 
in a strength of 1 to 500,000 in aqueous solution. 
The dosage varied with the amount of fluid 
withdrawn but averaged 25 ¢c.c. warmed to body 


*It is customary to make up a batch of serum usually lasting: 
.a few weeks, 
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temperature. A pseudo-lavage was  per-|slight turbidity where the fluid was previously 


formed by withdrawing slowly the gentian vio- 
let and re-introducing slowly fresh gentian 
violet. In most instances it was  pos- 
sible to withdraw the gentian violet but 
once, as the fluctuation in pressure caused 
rather severe headaches. Since it was 
noted that after a number of injections none of 


clear, with a concomitant increase in cells. 
Whether the avidity of tissue for the dye re- 
sulted in rapid absorption of the dye or wheth- 
er a certain proportion diffused throughout the 
cerebrospinal fluid was a matter of conjecture. 
Both factors probably played a role in the 
rapid disappearance of the color. It is highly 
probable that a strength far exceeding the one 


the fluid at the next drainage showed the violet 


CASE 1 
Day of Blood 
Disease Condition of Patient Form of Treatment C. S. F. Findings Findings 
Ist Irregular temperature, mostly Ist day: Fluid clear. 161 W.B.C. 
to at a range between 102° and cells. 30 lymphocytes and 9,000 
22nd 104°. Headache and chilly 124 polys and 7 endothe-_ to 
sensations; occasional vomit- lial cells. 2nd day: Fluid 13,000 
ing. Slight rigidity of the clear. 19 cells. 8th day: 
neck; no Kernig or other Fluid clear. 61 cells. 
signs of meningeal irritation. 
22nd General condition about same. Patient started on spinal Fluids. slightly cloudy. 
Loss of weight. Persistence drainage three times daily. Cells in the hundreds, 
‘of temperature 99° to 103°. mostly polymorphs. No 
Fluids and nutrition well growth on plain agar, 
taken, blood agar or bouillon. 
23rd Patient’s condition the same. Spinal drainages three Fluids cloudy and yellow- W. B. C. 
times a day, followed by ish. Marked pleocytosis. 17,000 
intraspinal injections of 
gentian violet. 5 
24th Patient stuporous. Tempera- Spinal drainages and in- Fluids cloudy and yellow- 
ture still elevated. traspinal gentian violet. ish. Marked pleocytosis, 
mostly polymorphs. ° 
25th Patient out of stupor; con- Spinal drainage and intra- Cloudy, yellowish cells in 
scious and rational. Bladder’ spinal gentian violet. Hex- hundreds mostly poly- ; 
distended. Patient unable to amethylenamine by mouth. morphs in all fluids. 
void. Catheterization neces- | 
sary. Urine negative. 
26th Patient conscious and ration- Spinal drainage and intra- Yellowish—gradual clear- . B.C. 
to al. Headache and vomiting. spinal gentian violet. Blad- ing in turbidity and de- 16,000 
32nd Temperature persists 100° and der irrigation with boric crease in cells. 
102°. Urine shows pus and _ acid started. 
bacteria. 
32nd Patient’s general condition Spinal drainage and intra- Fluids still turbid and W. B.C. 
to about the same. Temperature spinal gentian violet. Blad- slightly yellowish. Cells 15,000 to 
39th extremely irregular, chiefly in der irrigation continued. now under one hundred. 17,000. 
range of 101° to 102°. Incon- Blood 
tinence of urine. Urine very culture 
foul and purulent. : : negative. 
39th Patient gradually went into a 42nd day two drainages Fluids remained faintly W. B. C. 
to stuporous and irrational con- and gentian violet. 43rd yellowish with 50 to 125 18,000 
5lst dition. Fails to remember day mercurochrome 30 ¢c.c. cells and predominance of to 
names. Incontinence of urine intravenously with reac-  polys. 19,000. 


and feces. Temperature same. 
Gradually went down hill and 


tion. Bladder now washed 
with boric and 1% mercu- 


died on 51st day. 


rochrome introduced. 


color, the strength was doubled to 1 to 250,000. 
Owing to the frequent injections it was deemed 
inadvisable to go beyond this strength of 1 to 
250,000 even though after this no color ap- 
peared at the following drainage. Even when 
the diurnal drainages were but three or four 
hours apart, there was no evidence of the violet 
color in the withdrawn fluid on gross examina- 
tion. If, as was occasionally done, after one or 
two drainages during the day we abstained 
from injecting the gentian violet, there was 
constantly noted an increase in turbidity, or a 


we used can be injected with impunity. In no 
instance was an injection followed by a reac- 
tion either general or meningeal. No cistern 
punctures were performed to see whether the 
gentian violet had ascended to the base of the 
brain, although it has been shown by Solo- 
mon'® that dyes such as phenolsulphonephtha- 
lein diffused rapidly through the cerebrospinal 
fluid. 

‘Precisely how important a factor the gentian 
violet was in the recovery of one of the patients 
it is difficult to state. That there was a drain- 
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age of about.50 to 60 c.c. of cerebrospinal fluid 
preceding each injection may very materially 
have aided towards the patient’s recovery. The 
chief purpose in presenting this report is to 
make note of the apparent innocuousness of 


our disposal three routes by which to reach the 
meninges or ventricles, viz., ventricular, cistern 
or lumbar puncture, drainage and injection of 
such a remedy as gentian violet may possibly 
vield results in an otherwise hopeless condition. 


CASE 2 
Day of Blood 
Disease Condition of Patient Form of Treatment C. S. F. Findings Findings 
1st Irregular temperature, vary- W. B.C. 
to from 100° to 104°. No signs 14,000 
22nd of meningeal irritation such to 
as neck rigidity or Kernig. 17,000 
Occasional vomiting and head- 
ache. Patient conscious and 
rational. Urine shows S. P. 
T. to T. albumen; otherwise 
negative. 
22nd No change in patient’s condi- Patient started on spinal Fluidsturbid. Marked ple- 
tion. drainage three times a _  ocytosis averaging around 
day. 1000 cells, 60% to 70% 
polys. 
23rd Patient conscious and ration- Spinal drainages three Fluids slightly turbid. Ple- 
al. Temperature 101° to 102°. times daily followed by in- ocytosis 1000 cells + in 
No vomiting. Slight head- traspinal injections of gen- all fluids; mostly poly- 
ache. : Retention of urine. tian violet. morphs. No growth on 
Catheterization necessary. plain agar, blood agar or 
bouillon. 
25th Headache, constipation and Spinal drainage and gen- Slight turbidity and yel- W. B.C. 
retention of urine. tian violet injections con- low colored. Cell counts 11,000 to 
tinued. Hexamethylena- high, and culture media _ 13,000 
mine. Catheterization nec-_ still show no growth. 
essary. 
25th Temperature 100° most of the Spinal drainages and gen- Less turbidity. Yellowish 
to time, reaching 104.2° on 30th tian violet injections con- color marked. Cells 200 
30th day. Patient fairly comfort- tinued as above. Mercuro- to 300. 
able, taking nutrition well. chrome 20 c.c. given intra- 
Marked reaction to mercuro-  venously on the 30th day. 
chrome, with chills and diar- 
rhea, 
3lst Patient comfortable and symp- Drainage with gentian vio- Mostly clear and yellowish. W. B. C. 
to tom-free. Temperature swing- let continued. Occasional slight turbidi- 10,000 to 
36th ing from 97° to 103° daily. ty. Cells 100 to 200. - 12,000 
Still has retention of urine. 
Catheterization still neces- 
sary. 
36th Temperature swings contin- Drainage and gentian vio- Fluids clear. Diminution W. B. C. 
to ued. Marked loss of weight let diminished to twice of yellow color. Cells 10,000 
42nd noted. “Patient feels fine.” daily. 40th day 20 cc. over 100. 
Patient voiding normally. mercurochrome given in- 
Daily enemas necessary. No travenously. 41st day 30 
reaction to mercurochrome'_ c.c. mercurochrome inject- 
injections. ed. 
43rd Patient feeling fine, tempera- Drainage and gentian vio- 


ture dropped to normal. Pa- 
tient in excellent condition. 
No urinary retention. 


48rd to Patient feeling fine. In ex- 


5ist cellent condition. 
5ist to Patient gradually allowed up 
date and about. Temperature nor- 


mal since. 


let discontinued. 


Drainage every few days. 


Fluid faintly yellow tinged. 
Cells 70 to 80. 


Fluid clear and colorless. 
10 cells with 9 lympho- 
cytes. 


gentian violet when introduced intraspinally. 
Despite the few recoveries reported, the pres- 


SUMMARY 


Two patients with meningitis were given nu- 


ence of a staphylococcus, streptococcus or pneu- 
mococcus infection of the meninges spells doom. 
Radical procedures are justifiable if they hold 
out the minimum of promise as therapeutic pos- 
sibilities. It is here suggested that having at 


merous and frequent intraspinal injections 0 
gentian violet in dilution of 1 to 250,000 by 
weight, without producing any evidence of Ir- 
ritation to the meninges or nerve roots. We 
therefore conclude that in cases of meningeal 
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infection with the common Gram positive or- 
ganism frequent drainage followed by injection 
of gertian violet either into the lumbar space, 
intr: raeisternally or intraventricularly, may be 
of distinet value. 
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MERCUROCHROME IN THE TREATMENT OF GONORRHOEA 
IN WOMEN 


BY FREDERICK W. JOHNSON, 


I woutp not be rash enough to state that 
mercurochrome will cure gonorrhoea in women, 
because I do not think anybody can say posi- 
tively that in any given case the disease has been 
eradicated, but by its use you can cure symp- 
toms and free the urethra, introitus vaginae, 
vault of the vagina and cervical canal of 
gonococci. 

Before using mercurochrome I used meth- 
ylene blue in suppository form following the 
method of treatment pursued by Dr. A. K. 
Paine at the Boston Dispensary. 

Methylene blue in suppository form gave 
very good results, but getting the wonderful 
results following the use of mercurochrome in 
destroying micro-organisms elsewhere, I began 
using it in the vagina. 

I will describe the method of its use by re- 
porting my last case, which was in the spring 
of 1924. The symptoms which had been pres- 
ent for some weeks were chaude-pisse, profuse 
vaginal discharge and burning and itching at 
introitus vaginae. 


M.D., F. A. C. S. 


Expert examination found gonococci in 
smears from urethra, introitus vaginae, vaginal 
vault and cervix uteri. 

On retiring she was ordered a douche of 
warm water, then with index finger protected 
with rubber cot she pushed a 2% mercuro- 
chrome suppository up into Douglas pouch. 

This she repeated every night for fourteen 
—wearing at all times a napkin. 

Ten days after using the fourteenth supposi- 
tory smears were taken from the urethra, in- 
troitus vaginae, Douglas pouch and cervical 
canal, and all were found negative. 

This was repeated twice with an interval of 
seven days between the examination of smears, 
and on each examination the smears were neg- 
ative. 

All symptoms disappeared and have not re- 
turned. The mereurochrome thoroughly per- 
meates the lining structures of urethral, 
vaginal and cervical membranes. 
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LINGUAL ABSCESS 


BY ROY A. BARLOW, M.D. 


Jackson Clinic, 


AbsCESSES of the tongue are not sufficiently 
common elinieally to warrant the placing of 
mitch emphasis on the condition in the litera- 
ture, They do appear often enough, however, 
to necessitate our being on the look-out for them 
so that we may recognize them. 

‘ue textbooks dwell on lingual abscess little 
1icve than to mention it in connection with par- 
chchymatous glossitis, which may be regarded 
as one phase of lingual abscess. 

-he first case of abscess of the tongue was re- 
Ped In 1816. Bennett’s report on the sub- 
1907 is quoted extensively by later 
\rcors. From the literature covering a period 


of 0 years, he collected 145 eases. 


three deaths were reported: one due to 


In these | 


Madison, Wis. | 


suffoeation, oné to hemorrhage, and one to pneu- 
monia following rupture of the abscess and as- 
piration of pus. 

The anatomy of the tongue should be briefly 
considered in order the better to understand 
how infection may develop and the most prob- 
able course it may be expected to pursue. 

Anatomy. The tongue is freely movable, 
very muscular, and fills the cavity of the mouth ; 
it is designed primarily to aid in mastication, 
deglutition, taste, and speech. 

The root of the tongue is attached to the 
hyoid bone and is supported on each side by a 
sling of muscles from the styloid process of the 
temporal bone and the anterior palatine arches. 
The inferior surface is connected with the sym- 
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physis of the lower jaw by the geniohyoglossal 
muscle. The mucous membrane on the upper sur- 
face is composed of thick, stratified epithelium 
which is constantly renewed as it exfoliates. The 
furring or coating on the tongue is composed of 
exfoliating epithelium associated with fungi 
which are always found in the mouth. The 
nature of this coating varies according to the 
state of the digestive canal; hence, the impor- 
tance in general practice of examination of the 
tongue. 

The dorsum of the tongue is divided by a 
raphé into symmetrical halves which end at 
the level of the isthmus of the fauces in a de- 
pression known as the foramen cecum; this con- 
tains the opening of the several large mucous 
glands. The posterior third of the organ is 
quite smooth; the anterior two-thirds contains 
several varieties of papillae which are support- 
ed by a connective tissue layer which, in turn, 
is attached to the underlying muscle tissue. 
This layer, or corium, is composed of a dense 
network of elastic and connective tissue contin- 
uous with the intermuscular septa and contains 
vessels, nerves, and lymphatics. 


The papillae have as their function, taste and 
touch. During fevers, especially exanthema- 
tous fevers, these fungiform papillae become in- 
tensely reddened. 


The mucous membrane on the under surface 
of the tongue is loose and lies in folds. In the 
_ front of the mouth is the frenum linguae re- 
flecting from the gums. In some eases this 
may be shortened, resulting in tongue-tie. On 
the sides, the mucous membrane is reflected 
from the base of the tongue to the body of the 
lower jaw and covers the myo-hyoid muscle, 
forming the floor of the mouth. At the back, 
folds pass on each side to the soft palate, enclos- 
ing the palatoglossi muscles, glosso-epiglottic 
folds, and frenum epiglottis; the last of which 
raises the epiglottis when the tongue protrudes. 
The orifices of the submaxillary ducts open up- 
on elevations of mucous membrane close to the 
frenum. Connective tissue and lymphoid tis- 
sue in large part compose the substance of the 
tongue within its capsule; lymphoid tissue is 
especially predominant in the root. It is the 
presence of this more or less areolar structure 
in the midst of dense surrounding tissue which 
allows so much swelling in acute inflammation; 
and the tension to which the surrounding tissue 
is subjected results in excruciating pain. 

It may be seen from the review of the an- 
atomy that the dense capsule of the tongue pro- 
tects it from invasion by bacteria; but in case 
bacteria should penetrate the membrane the 
abundant and profuse blood supply of the or- 
gan facilitates the attack against infection. It 
can also be seen that the more or less loosely 
arranged areolar tissue in the base furnishes a 
likely place for abscess formation should infec- 
tion gain the upper hand. 

Etwlogy. Our understanding of the etiology 


of lingual abscess is vague and indefinite. Ton- 
sillitis, pyorrhea, dental caries, or infection due 
to trauma are the most usual factors. The 
habit of chewing grasses or wisps of hay, com- 
mon in farming districts, and possibly the use 
of a toothpick are instrumental in introducing 
bacteria into the substance of the tongue. The 
exact cause is always uncertain, because the 
abscess develops over a period of several days 
and in its early stages is generally thought to be 
a sore throat. Abscess formation has been 
noted following tonsillectomy. 


Symptoms. The symptoms of lingual ab- 
scess are ushered in by a slight soreness on 
swallowing which gradually increases in severi- 
ty until deglutition is impossible. The tongue 
becomes so enormously swollen it fills the mouth 
and even causes the patient to hold the teeth 
apart in order to accommodate the organ. The 
tongue is immobilized because of the excruciat- 
ing pain resulting from any attempt to pro- 
trude it or move it in any way. Even talking 
is painful. Other signs and symptoms accom- 
panying infection are present, such as fever 
and general malaise. The glands directly un- 
der the jaw in the submental region become 
swollen and painful and the entire cervical re- 
gion is involved accompanied by pain in the 
ears. Because of the patient’s inability to swal- 
low, it is not infrequently noted that the saliva 
is allowed to drip from the mouth, thereby add- 
ing to the general picture of misery. 


Diagnosis. The diagnosis of lingual abscess 
is made by the history of rapid onset with in- 
creasing pain on swallowing, immobility of the 
tongue, swelling of the submental lymphatics, 
and increased curvature of the dorsum of the 
tongue with pain on palpation, especially when 
the examining finger is run along near the base. 
In some cases a definite area of localized indura- 
tion may be felt and this also will be the point 
of greatest pain. 

One must differentiate the so-called simple 
abscess from a number of other conditions. An- 
thrax is necrotic and the discharge from the 
ulcer is bloody; microscopic examination re- 
veals the typical Bacillus anthracis. Actino- 
mycosis is differentiated by the lack of extreme 
pain, slower onset, and the finding of the typical 
sulphur bodies and ray fungus. Leprosy is as- 
sociated with anesthesia and other signs of the 
disease. Gumma of the tongue is not painful; 
the swelling is firm; it is usually circumscribed, 
and not associated with such extensive paren- 
chymatous glossitis. Other signs of syphilis are 
manifest, such as a general glandular involve- 
ment. In salivary calculus the submental and 
submaxillary glands are painful and swollen 
and it may even be painful to move the tongue; 
but this feature is not so marked as in abscess. 
The calculus can usually be palpated in the 
duct. Abscess may appear first on one side, 
then on the other, or it may involve both sides 


simultaneously. 
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Treatment. The swelling in lingual ab-| tient was unable to protrude the tongue. The 


scesses inereases until the abscess ruptures 
spontaneously, or until it is incised and the pus 
liberated. In the early stages, the most com- 
forting therapy is hot lavage. The irrigating 
outfit consists in an irrigating can, or fountain 
syringe. One or two quarts of normal saline 
solution, as hot as the patient can tolerate, is al- 
lowed to flow and splash over and around the 
tongue. The head is kept tipped forward to 
allow drainage from the mouth, and the proced- 
ure is repeated every hour. Occasionally, this 
treatment is sufficient to cause the rupture of 
the abscess, which usually occurs on the dorsum 
of the tongue. One must guard against aspira- 
tion of pus, with possible establishment of 
pneumonia. 

If the abscess does not rupture in a reason- 
able length of time, an incision should be made 
with a long slender knife. The incision should 
be started at one side under the tongue and the 
blade crowded backward and downward in 
order to avoid the ranine artery and vein. It 
may be necessary to penetrate a depth of 5 or 
8 em. before pus is reached. Occasionally, the 
insertion of a long exploratory needle will serve 
as a guide to the exact location of the pus. 

As a rule, the establishment of drainage af- 
fords sufficient relief to enable the patient to 
take nourishment within three hours. As soon 
as possible fluids should be pushed. Patients 
usually recover in about forty-eight hours. 

The danger of hemorrhage and pneumonia 
has been mentioned. Dean reports the neces- 
sity of performing tracheotomy because of 
laryngeal edema. 

An attack of glossitis with abscess formation 
does not seem to predispose to subsequent at- 


tacks and apparently leaves no distortion of the 
tongue. 


REPORT OF CASE 


A farmer, 28 years of age, was brought to 
the Jackson Clinie as an emergency case by 
the home physician. He had had a fever of 
103°, a high leukocyte count, and a history of a 
slight sore throat, which developed, without ap- 
parent cause, about ten days previous. There 
was no other complaint. The soreness was not 
definitely localized in the region of the tonsils. 
Very little change occurred until three or four 
days later when the patient awakened one morn- 
ing and found it very difficult to swallow food. 
He also complained of aches and pains through- 
out the body, a severe headache, chilly feeling, 
and all of the general symptoms of acute infec- 
tion. Within twenty-four hours he was unable 
to swallow fluids without suffering most excru- 
clating pain, and talking was accomplished 
with great difficulty. The jaws were held in a 
rigid position and the doctor stated that it was 
with great difficulty that he was able to see in- 
to the throat at all. The tongue depressor 
seemed to cause considerable pain, and the pa- 


morning before the patient was brought to the 
hospital the doctor noted that the tongue was 
enormously swollen, filling the mouth and pro- 
truding between the teeth. There was a ten- 
deney for saliva to drip from the mouth. Any 
attempt to protrude the tongue or grasp it was 
enough to cause the patient to scream with 
pain. A diagnosis of parenchymatous glossi- 
tis ta made and the patient sent to the hos- 
pital. 

Examination confirmed the findings as noted 
above with the addition that the glands under 
the jaw and especially in the submental region 
were greatly enlarged and exceedingly painful. 
On inserting the finger between the teeth, the 
tongue could be felt to be greatly swollen and 
thick. The floor of the mouth beneath the 
tongue was elevated to the level of the base of 
the lower teeth, especially on the left. Well 
back toward the base there was a definite area 
of induration. 

A diagnosis of lingual absess was made. Hot 
irrigations and hot external dressings were in- 
stituted and within six hours the patient stated 
that something gave way and a large quantity 
of foul pus was expectorated. Immediate re- 
lief from the preéxisting symptoms followed. 
Within twenty-four hours the tongue had sub- 
sided almost to normal, the fever had disap- 
peared, and the patient was able to take food. 
At the end of two days he was dismissed to re- 
turn home. 


CONCLUSIONS 


Lingual abscess should be considered in all 
eases of painful swallowing and movement of 


the tongue. 


Lingual abscess responds readily to treat- 
ment by hot irrigations. 

Surgical drainage of lingual abscess should 
be established from within the mouth rather 
than from outside. 
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Excerpt ADDRESS OF 
Juuius Ritus EASTMAN 


The African in his native country is prac- 
tically immune from cancer; but observing him 
after he has become a part of our civilization 
in the United States, we note that he is not 
infrequently the victim of cancer. However, 
owing to the fact that in America he still re- 
taing some of the languorous, care-free habits of 
his original habitat, he is less frequently at- 
tacked by cancer than his strenuous white 
neighbors. Sir Arbuthnot Lane, speaking par- 
ticularly of Jamaica, says there is no cancer 
among the people of the West Indies excepting 
in the whites and among those blacks who have 
adopted the habits of civilization. 
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MEDICAL HISTORY 
SOME INCIDENTS IN THE LIFE OF SIR JAMES PAGET (1814-1899) 


BY WILLIAM P. COUES, M.D. 


For the medical man, be he internist, surgeon 
or, last but not least, general practitioner, there 
exists no more fascinating book than the Mem- 
oirs of Sir James Paget, edited by his son, 
Stephen. The delightful style of the memoirs 
is strongly reminiscent of the great Russian 
Pirogoft’s ‘‘Tag Buch,’’ and, like him, a long 
struggle due also largely to parental financial 
reverses was endured for years, before that sue- 
cess was obtained which nothing in the way of 
humen difficulties and discouragement seemed 
able to stop. 

It is more than a coincidence that we find in 
studying the early lives of the great surgeons 
of the past that many showed a deep interest 
in, and became known as profound students of 
different branches of natural history. 

Sir James was born at Yarmouth in 1814, 
many remembering, perhaps, that this town was 
the place where so many of the incidents of 
Dickens’ ‘‘David Copperfield’’ took place, and 
especially that graphic and terrible pen-picture 
of the wreck on Yarmouth beach, which for 
vividness and thrilling reality has probably 
never been equalled. 

During his apprenticeship to Mr. Charles Cos- 
terton at Yarmouth, he became deeply inter- 
ested in botany and zoology, and Saturday af- 
ternoons were given to collecting along Yar- 
mouth beach and elsewhere, he finally publish- 
ing with his brother Charles ‘‘The Natural His- 
tory of Great Yarmouth.’’ He says, ‘‘I think 
it impossible to estimate too highly the influ- 
a, of the study of botany on the course of my 
life. 

In his first year at St. Bartholomew’s Hos- 
pital, 1834, Paget discovered the trichina spira- 
lis. He tells us that, ‘‘My share was the discov- 
ery of the ‘worm’ in its capsule, and I may 
justly ascribe it to the habit of looking out, 
and observing, and wishing to find new things, 
which I had acquired in my previous studies of 
botany. All the men in the dissecting rooms, 
teachers included, ‘saw’ the little specks in the 
muscles: but I believe that I alone ‘looked at’ 
them and ‘observed’ them: no one trained in 
natural history could have failed to do so.’’ 

For years after his hospital course Sir James’ 
meagre income was largely derived from his 
writing and reviewing for medical journals and 
his position as curator of the anatomical mu- 
seum. He says, ‘‘During the first seven years 
after obtaining my diploma, my largest income 
from practice was £23-13s and till I had been 
a surgeon for 14 years it had never exceeded 
£100.’’ From the beginning of the Cavendish 
Square days operations and consultations mul- 
tiplied rapidly, until the income was somewhat 
commensurate with what it should be. — 

Among the most interesting of his lectures 
on pathology are those concerning the morbid 


processes in plants, particularly those produced 
by parasites. He alludes to the growths in 
plants ‘‘which may be deemed most nearly 
like tumors,’’ particularly the so-called exos- 
toses. In this continued growth, when encap- 


sulated, they resemble the typical tumors of © 


our pathology more than do any other morbid 
growths on plants, and they may continue to 
grow so long as nutritive material is supplied to 
them. ... . Surely they thus confirm that 


theory of tumors which regards those whose 


strueture does not differ widely from the na- 
tural structures, as growths derived from por- 
tions of germinal substance remaining, though 
one knows not why, for years ‘lethargic,’ and 
then becoming active, growing in their own 
method, and subsisting on materials derived 
from the living parts around them.’’ 


At the age of 64, in 1878, he writes his 


brother for his advice with regard to giving up 
operating. He is only working 15 or 16 hours 
a day at this time. He tells his brother that... 
‘‘It would be a great grief to me, if I were to 
do mischief through being less clear sighted, or 
even less dextrous than I have been. ... My 
impression is that it might go like a detached 
bit, and leave the rest unchanged.’’ Sir James’ 
impression proved correct, for after giving up 
operating his consulting practice was even 
greater than before, a fact rarely observed in 
the lives of other great surgeons. 

Of the many articles from his pen, the two 
which caused him to be most widely known to 
posterity were those on ‘‘Disease of the Mam- 
mary Areola Preceding Cancer of the Gland,’’ 
published in 1874 in the St. Bartholomew Hos- 
pital reports, and ‘‘On a form of chronic in- 
flammation of the bones (osteitis deformans),”’ 
published in 1876, in the transactions of the 
Med. Chir. Society. His pen was active for 60 
years, his first article on ‘‘The Natural History 
of Yarmouth’’ being published in 1834, and 
his last, an address to the Abernethian Society 
at the beginning of its hundreth session in 1894, 
when he was 80 years of age. 

In a list of only the chief articles written, 
we find 120, covering the widest possible range 
of surgery, medicine, pathology and physiology. 

The outstanding impression given from hi 
memoirs and his more intimate letters is that 
of his deep religious sense, absolute fairness, 
and gentleness, and an abiding regard for, and 
interest in, all students of medicine. 

To the young surgeon of the present day, 
born without a silver director in his mouth, not 
the distinguished scion of extinguished surgical 
forebears, Sir James’ life bears a particular mes- 
sage, in the thought that if the science an:! art 
of surgery are loved enough, ultimate success 
and distinction will be certain, no matter what 
the worldly handicaps may be. 
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CASE 11081 
Mepicat DEPARTMENT 


An American watehman of sixty-two was 
brought to the Emergency Ward December 15 
unconscious, with left facial palsy. Next day he 
was only slightly disoriented and confused,—a 
stolid man with a tendency to drop asleep while 
being questioned. The history is not reliable. 


F. H. His father died at thirty with ‘‘rheu- 
matism around the heart.’’ 


P. H. He had pneumonia at forty. For two 
years he had had ‘‘sciatie rheumatism’’ in the 
knees. Both ears had been deaf, for how long 
he did not know. His bowels had been consti- 
pated for five years. For three months he had 
been dizzy on standing up. His memory was 
rather poor. Thirty years ago he weighed 170 
pounds, his best weight. He thought he weighed 
° present about 130. There had been no recent 
Oss. 


P. I. Two years before admission he had a 
shock—-severe headache in the frontal region and 
the top of the head, and numb prickling sensa- 
tions in the right hand. He did not lose con- 
sciousness. The headache lasted a week. Ever 
Since that time he had been troubled with very 
frequent severe headaches of the same kind. The 
numbness and tingling: of the right hand had 
never left him. He thought the hand had been 
geiting weaker. Four months after the first 
atiack a physician told him his blood pressure 
Was 250. Beginning four months ago he had 
had uycturia at first four, at present three times. 
For three months he had had some dyspnea on 
exertion and some dizziness on standing up and 
walking about. 

P. 


bey Rather poorly developed and nour- 


Nauseated. Apex impulse of the heart 
no’ ecorded. No enlargement to percussion or 
abnormalities B. P. 210/150.- 
20) 50. Lungs normal. Abdomen. Liver 
‘1 finger-breadths below the costal margin. 
Ease felt. A pulsating tumor which felt like an 
aren just to the right of and below the um- 
0 is. Right inguinal wide, with abnormal im- 
pulse Rectal examination. Right lobe of the 
Prosiote greater than the left, smooth. Pupils 


ovoid, left greater than right; both reacted 
through a small are. Reflexes normal. Left grip 
weaker than right. 

T. 98.4°-101°. P. 58-100. R. 9-22. Urine. 
Normal amount. A very slight trace of albumin 
at two examinations, sp. gr. 1.016-1.022, leuco- 
cytes at both, occasional red blood cells at the see- 
ond. Renal function. 20 ¢.c. on time. In two 
hours 0%. Blood. Hgb. 75%, leucocytes 10,300- 
7,600, polynuclears 88%, reds 4,840,000, consid- 
erable achromia, a few tailed forms. Wasser- 
mann negative. Non-protein nitrogen 37 mgm. 
Vomitus. Guaiac strongly positive. 


Orders. December 15. Soft solids. Many 
blankets. Hot water bag. December 16. Caf- 
fein sodium salicylate gr. xv intramuscularly if 
respirations go below 10. (Not given.) Decem- 
ber 21. Caffein sodium salicylate gr. xv intra- 
muscularly at once and repeat in one hour if 
respirations do not improve. 


The patient became more stuporous and com- . 
plained of severe headache. The night of De- 
cember 16 he had a generalized convulsion. Lum- 
bar puncture gave 15 ¢.ec. of grossly bloody fluid 
under normal pressure, dynamics normal, 91,600 
red cells, 362 leucocytes, total protein 160, Was- 
sermann negative, goldsol 2222232211. Decem- 
ber 19 he seemed brighter. The morning of De- 
cember 21 immediately after having complained 
of right temporal headache he became comatose, 
with very slow respiration, and soon died. 


Discussion 
BY DR. RICHARD C. CABOT 
NOTES ON THE HISTORY 


The knee is an unusual place for 
rheumatism. 

The only suggestions we have from the past 
history are of an arteriosclerotic process such as 
accompanies hypertension, in the dizziness, the 
poor memory, the gradual loss of weight, and 
the cerebral accident which seems to have 
brought him to the hospital. 

The present illness confirms what we had 
guessed from the past history. Everything seems, 
so far as I can see, to centre around hyperten- 
sion. We know now that he has had hyperten- 
sion. We guessed it before. 

Headaches do not ordinarily come with sim- 
ple arteriosclerosis, but they do come with the 
arteriosclerosis associated with hypertension, 
with or without nephritis. 

I call attention to the value of the blood pres- 
sure test here. Examining the man without a 
blood pressure machine one would say, ‘‘a nor- 
mal heart.’’ Nothing is found, no enlargement 
to percussion, nothing wrong on auscultation, 
and yet a very essential lesion is revealed by 
blood pressure measurement. : 

Last week at another hospital I ran into the 
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first case I have ever seen in which the patient 
had a prolonged, obvious, extreme hypertension 
(over 200) lasting for months and which came to 
necropsy with a small heart. I wish I were sure 
that that was so. I could not help feeling that 
perhaps they had swapped the heart or some- 
thing. If that is a not infrequent occurrence I 
have to revise all my ideas. If this heart turns 
out to be small, I shall be in a dilemma. 


NOTES ON THE PHYSICAL EXAMINATION 


1. An artery has no right to be in this posi- 
tion in the belly wall unless as a collateral circu- 
lation, to make up for some obstruction, and that 
ordinarily is venous and not arterial. So I have 
nothing to say about this artery. It is a mys- 
tery to me. 

2. ‘‘Left grip weaker than right”’’ is strange, 
because the right hand is the one which has been 
affected, and which has been said before to be 
weak. 

3. We have a moderate range of temperature 
within six days, as he died on the 21st. 

4. The non-protein nitrogen, 37 mgm., is ex- 
traordinary in view of a kidney function of zero. 

5. I do not see anything about passive con- 
gestion. The lungs are normal. There is noth- 
ing about edema of the legs or ascites. So that 
we cannot say that passive congestion has any- 
thing to do with this, as I see. 

6. A Puysictan: What do you understand 
by the positive guaiac? 

Dr. Casot: I do not think that is of any par- 
ticular importance. We do not know anything 
about the question of piles or about his diet. 

A PuysiciAN: Wouldn’t it mean congestion 
of the gastro-intestinal tract ? 

Dr. Casot: It might mean that, but with the 
absence of passive congestion anywhere else and 
with no knowledge about his diet and about the 
condition of the rectum, I should not think that 
would be the best inference. 

7. The orders are not particularly important. 

8. They seem pretty sure that they did not 
introduce that blood in the process of making the 
lumbar puncture but that it was there, and 
therefore they must have thought that he had 
cerebral hemorrhage. The count of reds and 
leucocytes does not make much difference 
where there is so -much blood. 


DIFFERENTIAL DIAGNOSIS 


The thing for which we have most convincing 
evidence, I should say, is cerebral hemorrhage. 
The symptoms point to it, the lumbar puncture 
points to it. He has not had paralysis, it is true. 
That is perfectly possible if the trouble is at the 
base or in one of the silent areas of the brain. 

What else has he besides cerebral hemorrhage? 
Back of cerebral hemorrhage ordinarily there is 
arteriosclerosis of the cerebral vessels. I 
suppose it will be found here. Back of a high 
blood pressure such as he has been said to have 


there is ordinarily a hypertrophied and dilated 
heart, as I have said, and I suppose that will be 
found here. There is nothing to indicate any 
trouble in the valves or in the pericardium. 
There should be a big heart and nothing else. 

I am in some doubt about his kidneys in spite 
of the zero function, which seems as if it would 
settle it. There is nothing else which would make 
us think of nephritis. The non-protein nitro- 


gen is not high, he shows considerable power to. 


concentrate urine, and he has had no distinctive 
‘“‘uremic’’ manifestations (if there are any 
such). On the whole I should say we probably 
shall find extensive kidney damage, because I 
have never known a zero function to come with- 
out kidney damage. Do you agree, Dr. Young? 

Dr. Youna: With one exception, and that 
is in obstructing prostate where the obstruction 
has gone to the point of knocking the red test 
almost flat and not raising the non-protein nitro- 
gen very high. That is the one condition where 
I think the prognosis with a zero function may 
be good. On the other hand where we have a 
zero function and the non-protein nitrogen goes 
steadily up it is a fatal prognosis. That is the 
only condition I can imagine with a zero func- 
tion and still potentially fair kidneys. 

Dr. CaBot: We have no edema of the tissues 
to slow up the rate of absorption here, and there 
is nothing to suggest prostatic disease. So I 
think we must attribute a good deal of impor- 
tance to that function, though one always hes- 
itates to put a great deal of weight on one fact 
when the other facts seem to contradict it. There 
was just one test, done five days before death. 
One is never at all comfortable in making any 
diagnosis on a single test, yet the probabilities 
are rather greater than the opposite that he may 
have extensive kidney damage. 

Outside of the heart, the kidney and the brain, 
which we have discussed, I see no reason to sus- 
pect any other organ. I should say the essen- 
tial lesion is his hypertension, and everything 
else might perfectly well be secondary to that. 

A Puysictan: How often would a hyperten- 
sive heart be normal to auscultation ? 

Dr. Casot: Fully half the time, I should say, 
perhaps more than that. We may get a little sys- 


tolic murmur. Perhaps one should not say that » 


that is normal. But it has no particular connec- 
tion with the hypertension. We might get 4 
little sharpening of the second sound, which we 
often get in old people without hypertension. 


So I should say that we often get the hypertro- — 


phied heart without any symptoms which we can 
attribute to it and without any changes of 1m- 


| portance in the physical examination. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Cerebral hemorrhage. 
Hypertension. 
Arteriosclerosis. 
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DR. RICHARD C. CABOT’S DIAGNOSIS 


Cerebral hemorrhage. 

Arterioselerosis. 

Hypertension. 

Hypertrophy and dilatation of the heart. 


Chronie nephritis? 
ANATOMICAL DIAGNOSIS 


1. Primary fatal lesion 


Arteriosclerosis. 
Cerebral hemorrhage. 


2. Secondary or terminal lesions 


Hypertrophy and dilatation of the heart. 
Edema of the lungs. 


38. Historical landmarks 


Chronic pleuritis. 
Obsolete tuberculosis of the bronchial glands. 


Dr. RicHArpsOoN: The vessels of Willis and 
the remote branches showed marked arterioscle- 
rosis. One of the vessels of Willis, the middle 
cerebral on the right, showed the condition 
markedly and disappeared on the border of a 
large area of hemorrhage. It might very well 
be in this case the artery of hemorrhage. In the 
left lateral and the fourth ventricles there was 
a small amount of blood and blood clot. The 
right ventricle had practically disappeared, and 
in its place was a large mass of disintegrated 
brain tissue and blood clot. This extended 
through on the right nearly to the cortex of the 
temporal sphenoidal lobe anteriorly, but not 
quite through. It had disintegrated the basal 
ganglia on the right and extended into the re- 
gion of the internal capsule,—a large hemor- 
rhage for no more definite paralysis clinically. 
The sinuses, middle ears, pineal and pituitary 
glands were negative. A frank cerebral hem- 
orrhage, presumably originating in the right 
middle cerebral or a branch of it. 

There were a few pleural adhesions on the 
left. On the right the lung was bound down by 
old adhesions. One or two of the bronchial 
glands showed fibrocaleareous degeneration,— 
obsolete tuberculosis. There was some edema of 
the lungs. 

The heart weighed 440 grams,—considerable 
enlargement for him. The right ventricle wall 
was three mm., the left fourteen. That is an 
Increase in the thickness of the left ventricle. 
The cavities were full-sized, the valves frankly 
negative. The coronaries were free, capacious, 
and showed a slight amount of fibrous sclerosis. 
The aorta and great branches were free and ca- 
pacious, the ascending thoracic circumference 
eight em., the descending seven and a half, the 
abdominal six. The aorta and branches showed 
ma rked fibrous and fibrocaleareous sclerosis. 
on circulatory apparatus elsewhere was nega- 
ive, 


The liver showed some congestion. The spleen 
weighed 125 grams and was negative except that 
there was some prominence of the trabeculae and 
of the cut ends of the arteries. 

The kidneys combined weighed 250 grams and 
showed some arteriosclerosis but no definite 
nephritis. 

Dr. Youne: Was there any prostatic en- 
largement ? 

Dr. Ricnarpson: No. 

Dr. JAMES H. Means: How much fibrosis is 
there in the smaller vessels in the kidney and 
the heart? Is there marked arterial thicken- 
ing? Is it one of those states that has been 
ealled diffuse arterio-capillary fibrosis? 

Dr. Ricnarpson: Not considerable enough 
to call it arteriosclerotic nephritis. But here 
and there was sclerosis of the arteries and a few 
scattered foci of atrophy. 

Dr. Casot: It is the sort of kidney you have 
often reported here in connection with perfectly 
good renal function. In the diagnosis written 
during life they did not consider the kidney in 
any way. How they were so wise as to know 
that they were to disregard that kidney func- 
tion I want to know. How did you know enoug 
to throw that out? : 

Dr. Means: I do not know the argument on 
this. I did not see the patient during life. How- 
ever, I think it is never wise to make a diagnosis 
on a simple red test. We should pay more at- 
tention to abnormal non-protein nitrogen. 

Dr. Casot: Do you suppose someone forgot 
to put in the alkali? 

Dr. Means: I don’t believe so. 
Dr. Youna: Ido. I have never seen the red 
test tell a lie. I think it was zero due to some 
technical error, just as I think it could be zero 
due to prostatic obstruction. There are times 
when we get a zero test when the kidneys are 

good, but there is a reason for it. 

Dr. Means: We get it with decompensated 
eardiacs. 

Dr. CaBot: We get it low, but not zero. This 
is the first kidney I have seen where they thought 
it was only arteriosclerotic, not nephritic, with a 
zero function. That they should not even con- 
sider the kidney here, or show any signs of un- 
certainty, seems to me very queer. It is con- 
eeivable that that did not get reported until 
late, or something like that. But it floors me. 
I am glad to have a little company, Dr. Young. 

Dr. Youne: I still stick by it. 


CASE 11082 
MeEpIcAL DEPARTMENT 


A teamster of twenty-five entered July 24. 
Five years before admission he had gonorrhea. 
Seven months before admission he had pleurisy 
and pneumonia followed by rheumatism in the 
shoulder, knees and feet. He was in a Boston 
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hospital for two months. A month after leaving 
the hospital he noticed shortness of breath, pal- 
pitation, and cough with frothy sputum, occa- 
sionally accompanied by attacks of vomiting. 
Three weeks before admission he noticed swell- 
ing of the feet, two weeks later swelling of the 
abdomen. The symptoms gradually increased 
until the day before admission, when he sud- 
denly became much worse and on reaching home 
had to go to bed. The chief complaint was dysp- 
nea. He was also troubled with a feeling of 
distension in the upper abdomen. The night 
before admission he was not able to lie down, 
and slept very little. His appetite was poor. 
In the past twenty-four hours he had taken only 
milk. 

Examination showed a well nourished man 
with brownish-yellow skin and pale mucous 
membranes. The apex impulse of the heart was 
in the sixth space four and a half inches to the 
left of the median line. The right border of 
dullness was two and a half inches to the right. 
The sounds were somewhat weak, the action reg- 
ular. The pulmonic second sound was accentu- 
ated. In the aortic area and over the third and 
fourth left cartilages was heard a high pitched 
diastolic murmur. The pulse was regular, of 
large volume, and ill sustained. There was cap- 
illary pulse. Pistol shot was heard in the groin. 
The systolic blood pressure was 160. The lungs 
were negative except for an occasional sonorous 
rale. The abdomen was tensely distended in 
the lower portion, soft above the umbilicus. 
There was considerable tenderness in the right 
upper quadrant. There was a fluid wave. The 
liver dullness extended from the fifth space to 
two inches below the ensiform in the median line, 
where the edge was felt. There was considera- 
ble edema of the legs. The pupils were normal, 
the knee-jerks lively. The temperature was 
97.9° to 102°, the pulse 81 to 130, the respira- 
tions 24 to 50. There were fourteen to seventy 
ounces of urine daily, the specific gravity 1.013- 
1.016, turbid at one of three examinations, high 
colored at the other two, a slight trace to a trace 
of albumin at all. At the single sediment ex- 
amination there were a few abnormal red blood 
eorpuseles. The hemoglobin was sixty-five per 
cent., the leucocytes 8,700. The fundi were 
normal. 

The dyspnea eontinued severe through the day 
of entrance. Afterwards it diminished. The 
fiuid in the abdomen increased through the day 
of entrance, but two days later was somewhat 
less. The chief complaint July 26 was hemor- 
rhoids, which were tense and thrombosed. The 
heart action was much stronger. A marked pre- 
systolic murmur was heard at the apex. Julv 29 
the hemorrhoids were incised with ethyl chlorid 
and clots partially removed. After this the pa- 
tient complained less of pain. By August 1 the 
presystolie murmur had disappeared at the apex. 
The diastolic persisted, and a marked systolic 


was heard in the aortic area, transmitted to the 
neck. The dyspnea and cough were less. The 
patient was constantly drowsy and complained 
of weakness. The following night he had an attack 
of nausea and repeated vomiting. The fluid in 
the abdomen increased. Under digitalis the con- 
dition rapidly improved until the night of Au- 
gust 10, when the dyspnea became severe, some- 
what relieved by oxygen. Edema of the legs and 
scrotum, dyspnea and malaise increased. He had 
discomfort in the epigastrium, pain in the left 
shoulder radiating down the left arm, and numb- 
ness in the left hand. August 19 Southey’s 
tubes were inserted in the left leg. They failed 
to withdraw much fluid. The next day the res- 
pirations became considerably more rapid and 
the pulse and temperature rose. The patient 
became delirious. The morning of August 21 
he died. 


DISCUSSION 


BY DR. MAURICE FREMONT-SMITH 
NOTES ON THE HISTORY 


The story is that of a failing myocardium, dysp- 
nea, edema of the feet, and later ascites, dis- 
comfort in the epigastrium, probably from en- 
gorgement of the liver. 

We wonder whether the gonorrhea might have 
been a factor in his heart condition, and whether 
the so-called ‘‘rheumatism’’ in the shoulder, 
hands, and feet might be gonorrheal. Five years 
between the attack of gonorrhea and the incep- 
tion of symptoms is a long time, much longer 
than usually occurs. We are taught, of course, 
that gonorrheal arthritis is a mono-arthritis, but 
this is not strictly so. There is usually one joint, 
usually a large joint, that is chiefly involved, but 
careful examination will usually show a polvar- 
thritis in gonorrhea.’ It is apt to come on, how- 
ever, during an active stage of the gonorrhea, 
that is, during the discharge or with the occur- 
rence of a vesiculitis or an epididymitis. I think 
[ am right, Dr. Young? 

Dr. Youna: I think that is true. 

Dr. FremMont-SmitH: I think five years with- 
out any symptoms would probably rule out gon- 
orrhea as a factor. 

Dr. Youna: The gonococeus is not supposed 
to last over two years from the time of infec- 
tion, even with poor treatment, in the average 
ease. 


NOTES ON THE PHYSICAL EXAMINATION 


Dr. Fremont-Smitu: Pigmentation of the 
skin must be always considered. In this case it 
is quite possible that the liver engorgement las 
interfered with the normal excretion of bile and 
that we have a jaundiced man or a man wiio 18 
recovering from jaundice. We are apt to over- 
look pigmentation, but it may put us on the 
track in rare diseases like Von Recklinghausen’s 
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and hemachromatosis, and of course in perni- 
cious anemia, syphilis, and Addison’s anemia. 

In «a man of twenty-five the pulmonic second 
should ve about equal to or a little less loud than 
the aortic. The mere fact that one of the two 
sounds is louder than the other does not mean 
that it is accentuated. Here the statement is 
made that it is. We do not know. 

The diastolic murmur is the murmur of aortic 
regurgitation. 

While we are not told the diastolic blood pres- 
sure it would be very interesting. 

Miss Painter: It was not taken. This is a 
very old case. 

Dr. Fremont-SmitrH: Assuming that this is 
a case of rheumatic heart disease, there is very 
much too much damage in this heart for a seven 
months’ duration. If we assume that the etiolo- 
gy in this case is not gonococeus and is not syph- 
ilitic and is rheumatie we have to assume that 
this man had a reeurrence of his rheumatic 
symptoms seven months before his admission, 
and had had previous infection, chorea or a 
tonsillitis or rheumatie fever, or possibly no 
demonstrable lesion excepting an infection of 
the endocardium. 

The specifie gravity of the urine shows little 
change. If it were a little higher, if it were sta- 
tionary between 1.018 and 1.024, we should say, 
‘‘That is what we expect with cardiac decompen- 
sation with engorgement of the kidneys.’’ If it 
were lower we should say the kidneys were es- 
sentially involved. Here I do not think it helps 
us much. The mention abnormal red blood cor- 
puseles is interesting, especially as we are not 
given a blood smear. A diagnosis of pernicious 
anemia may sometimes be made by examination 
of the urinary sediment and finding abnormal 
large red cells. I should like to know whether a 
smear was taken or whether it was left out on 
purpose. 

Miss Parnter: No smear was taken. 

Dr. Fremont-Smitrn: I should think that on 
finding them in the urine the next step would 
be to find out what they looked like in the smear. 

Evidently diuresis was inereased to a perfect- 
lv reasonable amount of urine. 

A 65 per eent. hemoglobin does not at all rule 
out pernicious anemia. The leucocyte count of 
4,790 is a little against it. We should expect 
a lover leueoeyte count. Here however we 
probably have not got to consider that condi- 
tion hecause we have enough in the heart. 

The presystolie murmur was not heard _be- 

for. possibly owing to the fact that the heart 
Was working poorly. 
_ The disappearance of the presystolie murmur 
Is a very interesting observation. Of course it 
may have been an Austin Flint murmur. T should 
like fo ask Dr. Cabot whether such a murmur 
would be more likely to disappear than the mur- 
mur in mitral stenosis? 

De. Capor: T think it is not so apt to disap- 


pear. It is more fixed. The murmur in mitral 
stenosis comes and goes, I should say, more than 
the other. 


Dr. Fremont-SmitH: There is no mention 
made of thrill, and although we can assume that 
the aortic valves are roughened, I think with- 
out a thrill we eannot make a diagnosis of aortic 
stenosis. 

| should like to know how much digitalis they 
gave. Here is a ease with a normal rhythm in 
which digitalis apparently gave a very great 
relief, 


Dr. Canor: Ten minims twice or three times 
a day. 

Dr. Fremont-Smitu: Then there was prob- 
ably some other factor than digitalis, as is often 
the case. 

Dr. Casot: He also had some tineture of stro- 
phanthus, ten minims twice a day. That was at 
an earlier time. These were the good old days. 
I don’t think it would do him a bit of harm or 
good. 

Dr. FreMont-SmitH: Pain is a little more 
difficult to explain if we assume that it is rheu- 
matie than if we say that the aortie regurgita- 
tion is due to syphilis, where the lesion progresses 
up the aorta and to the coronary vessel. 


DIFFERENTIAL DIAGNOSIS 


The question why ecardiae patients become 
dyspneic is always an interesting one. Of course 
we know that in cardiac disease the vital ¢ea- 
pacity is decreased. Peabody has shown that, 
and Drinker has done recently an experiment in 
which he put a clamp on the pulmonary vein of 
the cat and was able to show that the amount of 
air that can be put into the lungs under known 
pressure was decreased. That is, without any 
other factor than simple engorgement of the ves- 
sels of the lungs the vital capacity was very 
much decreased. One explanation for this is 
that when the pulmonary capillaries are en- 
gorged the lung tissue loses its elasticity, and 
consequently one has a mass of stiff tissue which 
does not expand as well, open up as well, allow 
as much air to enter, as the normal lung. An- 
other explanation that has been put forward is 
that the actual volume of air-containing cells of 
the alveoli is decreased in the lung by the space 
taken up by the many encroaching eapillaries. 
And then of course we know that in advanced 
eardiac failure there is a perfectly good reason 
for further decrease in the vital capacity. When 
we have fluid in the lung bases there is less space 
to spread in. Also when there is fluid in the 
pleural cavities the lung is decreased in size. 

There are other considerations which enter 
this subject of dyspnea. We know that in cer- 
tain conditions the amount of air breathed must 
be increased. One of these is an increase in the 
basal metabolism. We have found that in com- 
pensated cardiaes the basal metabolism is not 
changed. But in almost all decompensated car- 
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-diacs the basal metabolism is increased. On the 
-other hand, there have been found a few cases 
of wholly decompensated cardiacs in whom the 
basal metabolism is not increased. If we as- 
sume that it is increased, of course the volume of 
air breathed per minute must be greater than 
usual, because the amount of oxygen used and 
the amount of carbon dioxide formed is much 
greater, as much as to forty or fifty per cent., but 
it unfortunately is not constant. Cases have 
been found in which it was normal or just below 
normal. 

The question of acidosis has been brought up. 
Is the decompensated cardiac acidotic? In other 
words, are the non-volatile acids in the blood in- 
ereased? If the non-volatile acids are increased, 
and if the carbon dioxide in the blood remains 
the same, the total acid would be very much in- 
creased, and that the organism cannot stand. 
Therefore when the total acid begins to increase 
the respiratory center is stimulated, the breath- 
ing is made more rapid, the carbon dioxide ten- 
sion in the alveoli is decreased and the carbon 
dioxide in the blood immediately diffuses 
through, and therefore we find in a case of acid- 
osis that although the non-volatile acids are in- 
ereased, the carbon dioxide in the blood is de- 
creased pari passu, so that the total acid in the 
blood remains constant. That is the reason we 
can measure the acidosis by the lowering of the 
‘COz tension. 

In decompensated cardiacs there is no acidosis. 
In nephrities, especially those with uremia, there 
is a very definite acidosis. There would be good 
reason therefore for the nephritie to breathe 
more rapidly. That is, his respiratory center 
would be stimulated to increase his lung ventila- 
tion. But there is no reason in cardiacs. 

There is one other factor that has to be thought 
of, and that is the absolute decrease in the rate of 
the circulation. It is not only the CO» tension 
in the lungs but the speed with which it can be 
brought to the lungs and oxygen absorbed that is 
important. Of this we know very little, but it 
stands to reason that with a marked mitral sten- 
osis probably less blood per minute might enter 
the lungs than in the normal. 

As regards the diagnosis here, I think we 
shall find an enlarged heart with mitral and aor- 
tic lesions, probably rheumatic. We may find 
a little increase in the pericardial fluid, possi- 
bly some evidence of pleural effusion. We shall 
find an enlarged and engorged liver, the evi- 
dence of passive congestion of all the organs. 
ascites and edema. We may find an area of bron- 
chopneumonia as a terminal event. 

Dr. Casot: May I ask Dr. Means a few ques- 
tions? Does fixation of specific gravity as we 
oceasionally see it in high figures, twenty to 
twenty-two,—does that mean anything? 

Dr. Means: I do not know how to interpret 
high fixation. I do not know whether it means 


pathology or not. I should be inclined to doubt 
it. It seems to me when there is really renal 
incompetence and fixation due to that, it wil] 
be at a low gravity. The whole conception of 
fixation is that the damaged kidney to complete 
its twenty-four hour duty has to work contin. 
ually at top speed because its capacity is re. 
duced. 

Dr. Casor: Low fixation, I suppose, means 
that the kidney has lost the power to concen- 
trate. 

Dr. Means: Yes. 

Dr. Casor: Another thing I want to ask is 
what you think about vital capacity measure- 
ments? I have not seen them in the records of 
any cases coming here. Do we use them? 

Dr. Means: Yes, we use them frequently, 
but not routinely. We make them in certain 
cases in which the vital capacity may give in- 
formation that may enlighten us about the 
progress. 

A Puystctan: Do you think there was evi- 
dence of acute endocarditis here? 

Dr. Fremont-Smitu: No, I don’t think there 
is any evidence of acute endocarditis, I think 
he died of cardiac failure. 

Dr. Means: There is one point in connection 
with dyspnea. Cardiac dyspnea, as [ see it, is 
largely understandable on the hypothesis that 
the patient has a very marked limitation of his 
powers for pumping air, and at the same time is 
called upon to pump more air than he would if 
he were not sick. One of the things that in- 
creases the need of air-pumping is slow blood 
flow. That in itself is a direct call for an in- 
creased pumping of air, because if the blood 
flows more slowly CQz will pile up unless pul- 
monary ventilation is increased. Combined with 
that the increased amount of blood in the chest 
limits the capacity of the bellows, just as though 
we had an ordinary bellows and put it partly 
out of business by partly filling it with water. 

Dr. FrEmMont-SmitH: What is the difference 
in the blood flow in cardiac decompensation ? 

Dr. Means: Dr. Newburgh and I made some 
measurements ten years ago by a rather unsat- 
isfactory method, and yet I believe our results 
may be somewhat near the truth. In mitral 
stenosis we found in the neighborhood of two 
liters a minute instead of five, or less than half 
the normal. 

Dr. Henry Fierp, Jr.: Meakins and Davies 


found reductions by their method. We have 


very few figures on cardiacs. 

Dr. Means: That means that the venous 
blood in these people is very, very venous, and 
to correct this we have the extra air pumping. 
Then furthermore the slow blood flow introduces 


the factor of more blood in the lungs and some | 


times edema interfering directly with the ex- 
change of gases in the lungs. And we know that 
if blood reaches the respiratory centre improp- 
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erly aerated, that in itself is a direct stimulus to 
extra breathing. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Aortic regurgitation. 
Hemorrhoids. 


pk. MAURICE FREMONT-SMITH’S DIAGNOSIS 


Chronie endocarditis, aortic and mitral. 
Aortic regurgitation. 

General chronic passive congestion. 
Hypertrophy and dilatation of the heart. 
Possibly bronchopneumonia. 


ANATOMICAL DIAGNOSIS 
1. Primary fatal lesion 


Chronic endocarditis of the aortic valve with 
regurgitation and probably some ob- 
struction. 


2. Secondary or terminal lesions 


Hypertrophy and dilatation of the heart. 

Septicemia, pseudopneumococcus. 

Lobar pneumonia of upper lobe of right lung. 

Chronie passive congestion of the lungs, liver 
and spleen. 

Anasarea. 

Ascites. 

Hydropericardium. 

Edema of the kidneys. 


3. Historical landmarks 


Small accessory spleen. 
Arteriosclerotie patch in aorta. 
Infarcts of the spleen and kidneys. 


Dr. RicHarpson: There was no definite hy- 
drothorax. On the left side there was a small 
amount of thin pale clear fluid in the pleural 
cavity, on the right a small amount of cloudy 
fluid and fibrin and a thin coating of exudate. 
The lungs generally showed chronic passive con- 
gestion, but the upper lobe of the right lung, 
about two-thirds of it, showed frank pneumonia. 
The organism is what is now known as the 
streptococcus mucosus capsulatus. This was one 
of the first cases in which I recovered it from 
a case of pneumonia. 

The heart weighed 778 grams,—markedly en- 
larged. The only lesions on the valves were 
those of the aortic valve, where there was a polyp- 
oid mass of chronic endocarditis. 

In the spleen and the kidneys were infarcts. 
The liver showed chronic passive congestion. 
The kidneys, although they weighed 415 grams, 
which of course is a considerable weight, showed 
nothing but edema, no evidence of any glomeru- 
lonephritis. 

T recovered from the heart blood the organism 
mer¥ioned above. 

Dr. Canor: Will you read us a little more 
about the aortie valve? 

Dr. RicHarpson: In the situation of the free 


edges of the cusps and at their points of junc- 
tion there is a row of irregularly rounded yel- 
lowish tag-like masses, the largest about one cm. 
in greatest dimension. At one point there ex- 
tends down from the junction of two of the cusps 
on to the endocardium a grayish-yellow, fibrous, 
somewhat shaggy, firmly adherent patch of ma- 
terial. The material of these masses in the sit- 
uation of the aortic cusps is slightly soft in 
places, but on section it is in many places finely 
caleareous in character. 

Dr. Casor: So that is all chronic, no acute? 

Dr. RicHarpson: Yes, all' chronic. There was 
eee question, but the histology showed the same 
thing. 

Dr. Casot: Was there any stenosis? 

Dr. RicHarpson: The circumference was 
eight cm.; no stenosis in one sense, but the mass 
when the valve closed would leave less room for 
the blood to go through. 

Dr. Casot: He probably had trouble both 
ways then,—stenosis and regurgitation. 

Dr. Fremont-SmitH: What can we call the 
etiology? This is not a typical rheumatic 
chronic endocarditis. 

Dr. RicHarpson: Yes, I should think it was 
rheumatic chronic endocarditis. 


CASE 11083 
SurGicAL DEPARTMENT 


First entry. A five-months-old boy of Rus- 
sian Jewish parentage was operated upon for 
ileocecal intussusception, which was reduced. 
He was discharged well in two weeks. 


Second entry. July 25, ten years later. 


P. H. He remembered no diseases except 
frequent colds. 


P. I. Twenty-six hours before admission 
while playing he ran against a gate, striking his 
left side. He was able to walk home with as- 
sistance and went to bed. Pain in the left side 
persisted, occasionally generalized over the ab- 
domen. Next morning during a few hours he 
vomited yellowish material eight or ten times. 
At admission he had eaten nothing since the in- 
jury, and his bowels had moved once. 


P. E. Well nourished. Drowsy but easily 
roused. Abdomen retracted, rather spastic 
throughout, generally tender, more so in the 
left upper quadrant. Rectal examination not 
satisfactory. No other abnormalities recorded. 

T. 97.9°-99.9°. P. 80-105. R. normal. 
Amount of urine not recorded, sp. gr. 1.018- 
1.025, other findings negative. Leucocytes 
19,000-15,800. Wassermann negative. 


‘July 28 there was still some abdominal ten- 
derness, most marked in the left upper quad- 
rant, but the boy looked and felt much better. 
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Vhe vomitus was green, cloudy, negative to 
guaiac. The abdominal tenderness practically 
disappeared except in the left upper quadrant 
where the blow was received. The soreness 
seemed to be chiefly in the abdominal wall. 
July 31 he was discharged. 


History of interval. August 4 he had severe 


The diaphragm is high on both sides. 
the diaphragm. 


pain in the left hypochondrium, malaise, and 
no appetite. 


Third entry. August 5. 


P. E. As before except as noted. Abdomen 
distended, tympanitic, somewhat tender 
throughout. Distended gut visible through the 
thin abdominal wall. _Peristalsis palpable and 


There is absence of respiratory excursion. 
sharply defined. There is no definite evidence of disease in the chest. 


audible. No masses and no real spasm, 
though there was considerable voluntary rigidi- 
ty which was easily broken through when the 
patient breathed. Rectal examination. Slight 
tenderness on both sides. 


Before operation chart, urine and blood not 
recorded. 


The outline of the diaphragm is 
The findings suggest a pathological process below 


Operation was done August 5. The patient 
was in considerable shock, but by August 5 the 
chart was normal, there was no vomiting, and 
the bowels were moving well. During the 
next week there was pain and sepsis in the 


wound due to a sponge, which was removed 
August 16. 
idly. 


After this the wound healed rap- 
A Wassermann was moderately positive. 
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Anecust 19 the boy started to vomit, though Discussion 
he was bright and active. The wound remained 


open superficially, with some sloughing. <A 
secon! Wassermann was negative. August 25 
X-ray showed both diaphragms rather high be- 


on his back. The left diaphragm was. higher 
than the right and had no excursion. August 27 
(see illustration) the diaphragm was high on 
both sides. There was absence of respiratory 
excursion. The hilus outline was sharply de- 
fined. There was no definite evidence of disease 
in the chest. He ran a low grade temperature, 
had epigastric tumor and tenderness, and lost 
appetite and weight. 

August 27 a second operation was done. He 
had a rather stormy recovery from operation. 
On the 29th he was still occasionally vomiting 
dark brown material. The epigastric tumor 
seemed to be increasing in size. There was mod- 
erate drainage from a catheter in the second in- 
cision. Feeding was a great problem in the 
ease. The boy lost weight rapidly. It was 
questionable whether anything passed the 
pylorus. 

August 30 a stomach wash showed the stom- 
ach to be fairly clean. A stomach tube was 
placed twice. but each time the boy pulled it out 
after a short stay. After the second insertion 
he began to take and retain fluids by mouth. 
getting in twenty-four ounces in seven hours. 
He was given a high calorie diet. Considerable 
clear fluid drained from the wound about the 
catheter. During the next two days the ab- 
dominal tumor and tenderness subsided some- 
what. September 2 the skin surrounding. the 
wound began to show evidence of possible diges- 
tion. The wound, which was sewed up tight, 
had broken down and contained considerable 
dirty slough. Very little fluid drained out of 
the catheter, but clear fluid drained almost con- 
stantly from around it. September 3 there was’ 
pain and vomiting and the epigastric tumor 
was more marked. A chemical report upon the 
fluid drained from the wound was, ‘‘Slight 
trace of stareh-redueing ferments.’’ The boy 
lost weight steadily and for the next week had 
alternate periods of ingestion of food and ab- 
sence of pain with disappearance of the epigas- 


tric tumor for a day or two, followed by vomit- 
inv. pain and mass in the left upper quadrant 
for a day or two. September 13 he was taking 
200") calories with almost no discomfort or vom- 
tine. A barium X-ray was unsatisfactory be- 
cause the patient was fed in the ward. The 
Stomach was apparently displaced to the left 
by on extrinsie mass. 


_Svptember 17 a third operation was done. 
Poloving this the boy retained his food, had 


ne pilin, and gained weight and strength rap- 


idly. October 5 he was discharged. 
(‘ober 23 he reported at the Out-Patient De- 


partnent in fine condition, having gained much 


BY DR. CHARLES ALLEN PORTER 


This case is a rather peculiar one and did not 
end in Dr. Richardson’s care, so that we shall 
not know the end result. 

Here is a boy coming in twenty-six hours 
after a moderately severe injury in which he 
ran against a gate and struck his upper left ab- 
domen. The physical examination pretty 
definitely throws out any injury to the thorax. 
Otherwise we should have had some rise in res- 
piration. The vomitus was examined with ref- 
erence to an injury of the stomach which might 
cause some bleeding. So that the story is of a 
boy who ran against a gate and had some rather 
indefinite and not very severe symptoms loeal- 
izing in the left upper quadrant. His abdomen 
was not distended. It was retracted. There 
was a certain amount of spasm. 

The things we should think of would be, first, 
an injury to the spleen. A boy might rupture 
his spleen. But with that we should expect 
some injury to the ribs, of which there was no 
evidence. There was no evidence of any per- 
itonitis, no distension. The vomiting was rath- 
er small in amount. There certainly was no 
rupture of any hollow viscus, stomach or intes- 
tines. He may have had an injury to the 
stomach, a blow or contusion with perhaps a, 
hemorrhage into the walls, but if so we should 
expect some symptoms, more rigidity and more 
bleeding, with a positive guaiac test. 

Dr. Casot: Do you know what opinion was 
held at this time? 

Dr. Porter: No, I do not. 

Dr. Casor: What do you think was the most 
reasonable opinion ? 

Dr. Porter: <A moderate abdomen contu- 
sion with no evidence of any injury to a Vis- 
cus or anything serious, or they certainly would 
not have sent him away in five days. 

At the second entry he held his abdomen a 
little rigid, but when you asked him to breathe 
the slight spasm disappeared. Before the op- 
eration there was no particular record of any- 
thing. I do not know about it, but I should 
imagine they operated with the idea that there 
was clearly some sort of intra-abdominal lesion 
which showed itself by distension and by visi- 
ble peristalsis, probably an intestinal obstruc- 
tion. : The boy was thin, and one could hear 
and .see the intestines working against some 
sort of obstruction. I should think that in all 
probability that might have been due to some 
hemorrhage not recognized before or some con- 
tusion of the intestine which went on to form 
adhesions. Because certainly there was no 
perforation of the gut. So that we have a plas- 
tie obstruction, due either to adhesions or to. 
some intérference with the wall of the intestine, 
which led to vomiting, distension, and visible 
peristalsis. 
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DR. PORTER’S PRE-OPERATIVE DIAGNOSIS 


Intestinal obstruction due to adhesions or to 
interference with the wall of the intes- 
tine. 


PRE-OPERATIVE DIAGNOSIS AUGUST 5 
Intestinal obstruction. 
FIRST OPERATION, THIRD ENTRY 


Ether. A  five-inch exploratory incision 
through the left rectus, the center one inch 
above the umbilicus. There was a moderate 
amount of slightly cloudy free fluid in the ab- 
domen. The small and large intestines were 
uniformly moderately distended and congested. 
Careful exploration of the small intestine and 
eolon revealed no obstruction. There were 
numerous discrete pearly white nodules about 
2 mm. in diameter scattered through the fat of 
the omentum and the fat tabs of the intestines. 
There were numerous glands in the region of 
the mesentery. Behind the stomach in the re- 
gion of the head of the pancreas was felt a 
mass, not hard, which extended forward to the 
gastrocolice membrane. It was impossible to 
determine whether this was enlargement of the 
pancreas or a mass of glands about the celiac 
axis. It appeared that the nodules in the fat 
were probably due to fat necrosis. The wound 
was closed without drainage with considerable 
difficulty on account of tension. 


PATHOLOGICAL REPORT 


The peritoneal fat tissue showed focal fat 
necrosis. 


FurtTuER DIscussion 


Those glands had been there, of course. 

With the finding of these areas of necrosis 
and with the symptoms of intestinal obstruction 
it is very clear that we had to do with a lesion 
of the pancreas which presented these symp- 
toms coming on extraordinarily late. We should 
have expected them very soon after the injury. 
The injury was on the 26th of July. He came 
in on the 5th of August. He must have had 
this injury of the pancreas from the very be- 
ginning. It is not likely that he simply con- 
tused his pancreas a little and that later it be- 
gan to leak. How sick was that boy when he 
came back the second time? 

Dr. G. W. Taytor: I did not feel that he 
was very sick. We felt that he was in much 
the same condition as before. 

Dr. Porter: Exploration was done because 
they did not dare not to, rather than because 
there was any particular indication for opera- 
tion. 

I think this is a very unusual case in the de- 
lay and in the findings. A contusion of the pan- 
ereas which led to some escape of pancreatic 
fluid, to a moderate degree of fat necrosis, fol- 
lowing undoubtedly a trauma. Nothing was 


done at the operation; it was simply an explora. 
tion. 

Why did they again do a Wassermann on 
this boy ? 

Dr. Taytor: I do not know. 

Dr. Porter: I cannot see why they were 
interested in the specific history particularly; 
but still that is recorded. 

Dr. Holmes, will you interpret the X-rays? 

Dr. Hotmes: The diaphragm tends to float 
up in a prone position. I saw this boy, so I be- 
gin to remember about him a little. 

Dr. Porter: He showed emaciation, a high 
level of the diaphragm on both sides with rela- 
tively slight excursion, and a very definite and 
large abdominal tumor which did not seem to 
be stomach, because the boy vomited occasion- 
ally and once when he came down for an ether 
examination and had unfortunately had some- 
thing to eat beforehand we thought he had a 
big stomach. After a few whiffs of ether he 
vomited and the thing disappeared. So we 
had pretty good evidence at that time, we 
thought, of dilatation of the stomach. 

Dr. Hotmes: The X-rays were taken just 
before the second operation. 

This plate is taken with the patient lying on 
his back, the plate behind, the tube in front. 
He was probably too sick to be examined in the 
upright position. In that position there is a 
definite tendency for the diaphragm to rise. 
The high position of the diaphragm is of course 
also due to the accumulation of fluid or gas in 
the abdomen. The lung fields are relatively 
clear. I suppose they thought of lung abscess 
or some other condition in the chest. There 
is no evidence of that. The outline of the diaph- 
ragm is sharply defined on both sides. Fluid 
in the chest or infections in the lung interfere 
with the sharpness of the outline. The diaph- 
ragm is quite sharply domed as though it 
might be pushed up to the full extent. Intee- 
tions directly beneath the diaphragm are apt 
to produce limitation and possible fixation. 
General infections in the abdomen would pro- 
duce limitations in movements of the diaph- 
ragm. In the absence of any pathology in 
the chest with a limited diaphragm we are jus- 
tified in assuming something below it. If there 
was pus directly beneath we should expect a 
fixed diaphragm. 

This would be interpreted as due to some 
condition in the abdomen. We have nothing 
more I think to add except to say that the chest 
is negative and the limited diaphragm suggests 
pathology below it, no particular pathology, but 
more probably inflammatory than neoplastic, 
because that would not cause limitation. 

Dr. Porter: Owing to the abdominal tumor 
and to the fact that the boy was running down- 
hill, a second operation was done. 


X-RAY INTERPRETATION AUGUST 27 


The findings suggest a pathological process 
below the diaphragm. 
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PRE-OPERATIVE DIAGNOSIS AUGUST 27 


Ruptured pancreas with secondary localized 
peritonitis. 


SECOND OPERATION, THIRD ENTRY 


Ether. A two-ineh incision was made in the 
midline above the old scar allowing the escape 
of a very large amount of clear grayish thin 
fluid. The collection was apparently between 
the lower surface of the liver and the stomach. 
An indefinite mass was felt over the head of the 
pancreas. This incision was closed and an- 
other incision was made in the right upper 
quadrant through the rectus, which allowed the 
escape of about a half pint of a similar fluid. 
Examination revealed the same mass in the pan- 
ereas and showed that this cavity was in the 
region of the gall-bladder and limited above by 
the liver. The patient continued to regurgitate 
large amounts of black foul material. It was 
felt unwise, partially on this account. to con- 
tinue the operation. A soft rubber catheter was 
placed in the wound to permit drainage and the 
edges closed with interrupted stitches. 


BACTERIOLOGICAL REPORT 


Culture from the peritoneal fluid was nega- 
tive. 


FuRTHER DISCUSSION 


In other words, then, at this second operation 

the big bulging mass which one could palpate 
very easily through the abdomen and which 
caused the diaphragm to go up was nothing more 
than a collection of fluid between the liver and 
the diaphragm, and between the stomach, around 
the gall-bladder and around the liver. So he 
had two definite sacs of fluid in the abdomen, 
an encysted sterile peritonitis. 
_ With the history of the original fat necrosis 
it was pretty obvious that there was some lesion 
of the pancreas which was allowing pancreatic 
fluid to escape into the peritoneum, and which 
instead of being diffuse had in a few days become 
encysted. 

Dr. Casot: Was this fluid tested at all for 
pancreatic ferments? 

Dr. Porter: Yes, and was found to contain 
a trace of starch-reducing ferment. There was 
a question whether he had some obstruction at 
the pylorie end of the stomach due to this mass 
about the head of the pancreas. 

We have then alternate distension of the stom- 
ach with vomiting, apparently obstruction at 
the pylorie end of the stomach, with some evi- 
dence of something outside of it causing the 
obstruction. 

Dez. Hotmes: I am afraid I cannot say 
much about the X-ray of September 13. Our 
gastrie interpretation is largely based on 
fluoroscopic observation. I am quite sure this 
is the fundus of the stomach. The mid-portion 


1s more or less obliterated by pressure. There 


— enough evidence for me to discuss it at 
all, 

Dr. Porter: The boy was running down 
very fast. He could not take any food. Some- 
thing was forming a tumor in the abdomen. It 
seemed to vary in size and to push the stomach 
off to the left. 


PRE-OPERATIVE DIAGNOSIS SEPTEMBER 17 


Traumatic rupture of pancreas with sec- 
ondary encysted peritonitis. 


THIRD OPERATION, THIRD ENTRY 


Ether. Incision in left upper quadrant 
through rectus. Stomach walled off and re- 
tracted downward, exposing a large cystic 
tumor through the gastrohepatic omentum. 
After walling off, the cyst was punctured and a 
large amount of slightly gray cloudy fluid 
evacuated. Rubber tube inserted into the cav- 
ity and walls of the opening sutured as far as 
possible to the parietal peritoneum. 


BACTERIOLOGICAL REPORT 


Culture of fluid from pancreatic cyst showed 
no growth. 


FurtTHER DISCUSSION 


In other words, this boy had an injury of his 
pancreas from being struck by a gate. It was 
followed by rather mild symptoms. He was 
discharged from the hospital, came back five 
days afterwards still complaining of indefinite 
tenderness, this time with some distension 
which he had not had before, most marked in 
the left upper quadrant. The first operation 
was an exploration, and nothing was found but 
a mass in the pancreas and fat necrosis. At 
the second operation two collections of fluid 
were drained. The boy went on and on losing 
weight, having epigastric tumor apparently with 
more or less obstruction to the stomach, and a 
third operation was done which showed that 
there had formed as a result a traumatic cyst 
of the pancreas which was evacuated and 
drained, and from that time on the boy did per- 
fectly well. 

Dr. CaBot: Why did he get well? 

Dr. Porter: Because, I imagine, there was 
no particular injury of his pancreas to inter- 
fere with his general nutrition except in a 
mechanical way. This boy was starving ap- 
parently because he could not keep anything on 
his stomach, and when these cysts were drained 
and the mechanical pressure was removed he 
could eat. In the second operation we drained 
them, but not all. The last cyst was apparent- 
ly one which developed in the pancreas and in 
the gastrohepatic omentum. It is a very un- 
usual case in that they formed so late. 

Dr. CaBot: Do you think it possible that 
the trauma had nothing to do with it? 

Dr. Porter: No, I don’t think so. I think 
it was definite traumatic pancreatitis. The 
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thing that surprises me is the long delay. If 
we have an acute rupture of the pancreas we 
usually have very stormy symptoms at once. 
Those patients are operated on, usually for an 
intestinal obstruction. That is what the symp- 
toms suggest most, and this boy suggested it. 

Dr. Casot: Don’t you find it hard to make 
a picture of a gate hitting a boy’s pancreas, 
away inside of him? 

Dr. Porter: I should not think so; we find 
that kind of injury not very infrequently, rup- 
tures of the small intestine at its origin. If 
the person is set and the muscles are hard the 
abdominal wall takes the injury. But if the 
muscles are loose then the blow will go right 
back to the spinal column. I think trauma of 
the pancreas is very unusual. Of course pistol 
or gunshot injury is not so very rare. I have 
not seen a case of this kind before. That is 
why I thought it was worth recording. 

A Puysictan: Did he have any sugar in 
his urine? 


Dr. Porter: No, no record of it. 


DIAGNOSIS, FIRST ADMISSION 
Intussusception, ileocecal. 
DIAGNOSIS, SECOND ADMISSION 


» Possible traumatic rupture of an abdominal 
viscus. 


DIAGNOSIS, THIRD ADMISSION 


Subaeute traumatic pancreatitis. 
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A CLINICAL STUDY OF SOME COMMON ANATOMICAL 
ABNORMALITIES OF THE COLON 


KANtTOR, JOHN L. (Am. Journ. Roent. and Rad. 
Ther., Nov., 1924, xii, 414-430). 

Congenital anomalies may be divided into three 
classes, namely, those incompatible with life, those 
compatible with life but not with health, and those 
compatible with life and health under reasonably 
favorable circumstances. In the domain of the di- 
gestive tract, the first group may be exemplified by 
the condition known as congenital astresia of the 
bile ducts, the second group by a gastroénteroptosis 
of high degree, and the third by a redundant colon, 
which is the subject of the present paper. 

The study is based on an unselected series of 62 
cases, met with 668 consecutive private patients 


complaining of various gastro-intestinal symptoms, 
who were studied roentgenologically by the barium 
meal method. 

A colonic redundancy may be expressed by simple 
pleats or reduplications, by kinks or angulations, or 
by loops or twists. The distal colon is more fre. 
quently involved than the proximal colon. Of the 
various segments of the colon, the pelvic (omega, 
sigmoid) loop was the seat of the redundancy 27 
times in the 62 cases, which makes an incidence of 
4 per cent. in the entire number of persons examined 
The splenic flexure was redundant in 14, the descend- 
ing colon in 11, the iliac colon in 9, and the trans- 
verse colon in 3 cases. 

Symptoms are brought on by strain or injury or by 
abuse of colon function. Redundant loops are in 
themselves not necessarily obstructive to the passage 
of feces, but may become so under certain conditions 
of localized stasis or sudden changes in posture with 
or without interference of the blood supply. Con- 
stipation and gas distress are the most common 
symptoms. Pain is almost as common. Volvulus, 
though rare, considering the frequency of the condi- 
tion, occurs only in redundant bowels. 

The diagnosis is made by roentgen examination, 
The differential diagnosis is from gall-bladder dis- 
ease, appendicitis, colon cancer and cardiovascular 
disease. The therapy consists in restoration of colon 
function where this is decompensated and otherwise 
in non-interference. Vicious cathartic and enema 
habits should be discontinued. Spasticity should be 
overcome by rest, lubrication and anti-spasmodics. 
Surgery is not indicated for redundancy as such and 
should be reserved for superimposed accidents such 
as twists or torsions. 

A. 0.] 


TREATMENT OF CARCINOMA OF THE ESOPHAGUS BY 
RADIATION 


GREENE, D. Crossy (Am. Journ. Roent. and Rad. 
Ther., Nov., 1924, xii, 471-474). 

The preliminary diagnosis is made by the history 
and by means of roentgenoscopy and roentgenograms 
which indicate the location and, to some degree, the 
extent of the growth. Esophagoscopy is then done, 
usually under the anesthesia. 

If the lesion shows the gross appearance of car- 
cinoma, radium emanation seeds are inserted into 
the growth under direct vision. This method of 
intra-esophageal radiation, while it has. not cured 
any cases, has been the most effective and satisfac- 
tory. In cases where the growth is situated just 
above the introitus of the esophagus in the hypo- 
pharynx occasional apparent cures have resulted 
from this method. 

The deep roentgen treatments have in most cases 
been given in a series of three or four exposures, 
extending over a period of about a week beginning 
a few days after the radium treatment and repeated 
in about eight weeks. 

The results thus far have been only palliative, but 
the improvement in many of the cases had been pro- 
longed for several months. 

The operation for gastrostomy is relatively seri- 
ous and productive of little benefit when practised 
as a last resort in late cases. It is howeve’ com- 
paratively safe and results in marked improy ment 
in general condition and in maintenance of bodily 
weight and strength when done in early cascs. It 
is recommended that as soon as the diagnosis 18 
made, the taking of any food by mouth is for! dden. 
With rest and cleanliness of the esophagus tlius in- 
duced, and.the nutrition maintained, it seems rea- 
sonable to expect more favorable results from 
radiation than have as yet been obtained. 

[H. A. 0.] 
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S\puitis OF THE STOMACH WITH A STUDY oF 
TEN PROBABLE CASES 


Merri, A. S. (Am. Journ, Roent. and Rad, Ther., 
Nov., i924, xii, 444-453). 

The condition is essentially a late tertiary lesion, 
probabiy the result of ulceration due to syphilitic 
endarteritis or degeneration of gummata, with 
preaking down and cicatricial contraction. There is 
secondury sclerosis with deformity. Syphilitic dis- 
turbances of the stomach occurring earlier in the 
course of the infection are not recognized as such 
and are diagnosed as functional or coincident gastric 
disease. They are transitory and disappear under 
treatment. 

The symptomatology is very suggestive, resem- 
bling benign ulcer with the chemical and roentgen 
findings of cancer. Its course begins irregularly 
and tends to become continuous. Pain and distress 
immediately after food, not relieved by alkalies, ag- 
gravated by food, and relieved by vomiting. Ap- 
petite good. A progressive course with marked loss 
of weight unaccompanied by the degree of cachexia 
and weakness seen with cancer. Palpable tumor is 
uncommon. Anacidity or achylia is the rule. 

The story tends to be shorter than ulcer, but 
longer than cancer. There is less tendency to peri- 
odicity than in ulcer. The symptoms are either con- 
stant from the beginning or become constant after a 
period of a few months of irregularity. 

The roentgen findings are marked gastric deform- 
ity tending toward one of two types varying accord- 
ing to the location, extent and duration of the 
deforming lesion. Either a median deformity of the 
stomach with contraction, sometimes to a distinct 
hour-glass shape or a deforming contraction of the 
phloric end extending upward and involving the 
stomach wall to a variable extent, sometimes ex- 
a and forming a characteristic ‘“water-bottle” 
shape. 

The possibility of syphilis should ‘be considered in 
atypical cases and those resisting accepted methods 
of ulcer treatment. 

The diagnosis rests upon history of infection, posi- 
tive Wassermann reaction, the demonstration of u 
gross gastric lesion and cure or definite improve- 
ment under antisyphilitic treatment. Absence of 
history or signs of syphilis and a negative Wasser- 
mann reaction prove absolutely the specific nature 
of the condition. 

[H. A. 0.] 


Tike ACTION OF ROENTGEN RAys ON CoRNS 


Pikiv, A. Howarp (Am. Jour. of Roent. and Rad. 
Therapy, Nov., 1924, xii, 482). 

The author claims that with a single large dose 
of X-ray the whole corn can be removed in one piece, 
with no vestige remaining, and leaving a smooth 
healthy skin. Some patients experience no unusual 
Sensition after treatment, others complain of pain 
lastii, from three days to one week and in some 
Cases juite severe. The corn can be picked off in 


abou! « month after the treatment. Proper atten- 
tion <*> pressure points in the shoes is essential. 
Corus removed by this method have not returned 
afte. 4 lapse of a year and a half. 

in ‘he abstractor’s experience the pain can be 
eliin’scted by dividing the dose into three or four 
Visi «bout a week apart. 

[H. A. 0.] 


URINE AND BLoop SUGAR 


Ho. of Kristiania (Jour. Metab. Res., Sept.-Oct., 


1923) similarly regards the time of return of the 


B.S to normal as the crux. In all of 27 experi- 


ere ‘ With 50g. glucose the B. S. had fallen below 
11° in 2 hours; (this small dose, also advocated 


by other students, seems to the reviewer also to be 
preferable to 100g., because it involves a less violent 
though adequate load, and because it shortens the 
period and tests necessary). The renal sugar 
threshold commanded the notice of this worker also, 
who reminds us that it may vary, not only during 
the falling B. S. curve as compared with the thresh- 
old during the rising curve, but also during the fall- 
ing curve in uniform tests in the same person. His 
findings indicate, like John’s, that low thresholds 
are rather common. He also studied fermentable 
and non-fermentable carbohydrates in the urine; 
found the Benedict-Osterberg method for physiolog- 
ical sugar excretion susceptible of a few changes 
which rendered it more accurate; found that glu- 
cose tolerance tests done in the afternoon 3-4 hours 
p. c. were no different from those done in the morn- 
ing fasting; found no change of the curve during 
digestion (vs. theory of interference by external pan- 
creatic secretion) nor after administration of acid 
(dilute HCL) or alkali (bicarbonate); urged col- 
lection of urine samples during period covered by 
B. S. much more frequently, i. e., every 15 minutes, 
for the 2-3 hours; found that while the greatest 
B. S. rise was always in the first hour, the greatest 
sugar output was as a rule in the third hour. 


GLUCOSE TOLERANCE TESTS 


Joun (Jour. Metabolic Research 4:255, “Sept.-Oct., 
1923,” but only recently come to hand) has devoted 
attention to renal glycosuria, and emphasizes the 
importance of studying the kidney threshold simul- 
taneously with the sugar in the blood. Incidentally 
the threshold in normals (47 cases) he finds gen- 
erally lower than the usual teaching of 0.17%. As 
to the B. S. he considers the height of the maximum, 
and also the time of of its occurrence (whether at 
1/2, 1 or 2 hours), of minor import, believing the 
sugar content of the fasting and 3-hour bloods to be 
the basis for decision as to the diabetic status of the 
individual. In other words, a B. S. of 0.11% or less 
at 3 hours following 100g. glucose by mouth, ex- 
cludes diabetes. Explicit diagrams and tables are _ 
furnished. 


KETOSIS 


ALLEN and Ese.inea (Jour. of Metab. Res., Sept.- 
Oct., 1923) found that the susceptibility of dogs to 
ketosis with fasting and phlorizin was not obviously 
altered by the Eck fistula. The doctrine of the ex- 
clusive or predominant formation of acetone bodies 
in the liver, which seems contrary to the best mod- 
ern conceptions of metabolism, is therefore not sup- 
ported by these experiments. 


Bioop PRESSURE OF Dogs 


ALLEN (Jour. of Metab. Res., Sept.-Oct., 1923) re- 
ports a slight modification of the clinical ausculta- 
tory method, which has shown parallelism with a 
manometer connected with the carotid. He reports 
that after removal of one kidney and half the other 
dogs tend to develop arterial hypertension. 


ARTERIAL PRESSURE IN THE EXTREMITIES 


Scuott and Spatz, from Moritz’s medical clinic 
at Kéln, present observations on the circulation of 
the extremities, especially with reference to the 
relation of arterial pressure to various postures. In 
constrained positions, the systolic and diastolic 
arterial pressure rises in the arms and in the venous 
system and falls in the legs. The volume variations 
of the arteries in systoli are the reverse. The pulse 
rate remains chiefly unchanged. 

[R. M. G.] 
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PERIODIC PHYSICAL EXAMINATIONS 


Ir is now several years since the desirability 
of periodic physical examinations of adults, par- 
ticularly of adults over 40, began to be seriously 
discussed. Representatives both of the profes- 
sion and of the laity have agreed on the wisdom 
of the procedure. Considerable interest, has 
been aroused among intelligent laity in our va- 
rious communities as to the practical value of 
periodic physical examinations by such things 
as the offer of several large life insurance com- 
panies to pay the expense of such examina- 
tions annually for their larger policy holders, the 
propaganda in favor of such a routine proce- 
dure conducted by great national organizations 
for the advancement of health, as for example, 
the Societies for Mental Hygiene and for the 
Control of Cancer, and the forcefully presented 
articles and addresses on the value of health ex- 
aminations appearing in technical and popular 
magazines. 

With so much being done to prepare the way 
for the widespread application of this health 
protective measure, but little real progress has 
been made. 

What is the chief reason for this? There is 
but one answer. The indifference of the medical 
profession itself! This great movement, at once 


a challenge to the capacity of the medical pro- 
fession for organized progress and a great op- 
portunity to do a piece of constructive public 
health work, which offers at the same time a 
legitimate means of extending the influence and 
practice of the individual physician, is being al- 
most completely overlooked in this state. 

It is true that nowhere in the country has the 
medical profession as a whole thoroughly grasped 
the significance and promise of this increasing 
common sense sentiment in favor of a periodic 
overhauling of the state of efficiency of each 
individual’s bodily machinery, but in many 
states the medical profession is showing much 
more interest in the proposal. In the Pacific 
Coast States interest in the matter among the 
physicians is keen and active. In Brooklyn, the 
District or Borough Medical Society has not 
only vigorously fostered and popularized the 
idea among the laity, but has set a most excel- 
lent example by having the members of the so- 
ciety volunteer to examine each other and has 
published to the world the physical shortcom- 
ings correctible and otherwise that have been 
discovered among its own membership, thus giv- 
ing added emphasis to the soundness of that old 
adage ‘‘the proof of the pudding is in the 
eating.’’ 

In Maine the State Medical Society has joined 
hands with the Maine Public Health Association 
in urging physical examinations and has pre- 
pared and distributed an excellent blank, more 
simple than that prepared and recommended 
by the American Medical Association, for the 
convenience of its members. In Illinois, Ohio 
and Michigan the State medical societies have 
well worked-out programs for popularizing the 
procedure and giving their own membership 4 
more concrete idea of how to make and record 
such examinations. And so the story might be 
told of many other States. 

But in Massachusetts, what has been done? 
The President of the State Medical Society ap- 
pointed a committee which did a most excellent 
piece of work in indicating the need of such ex- 
aminations, their scope, the type of blank that 
ean be advantageously used—and that seems to 
be all. 

Is the Massachusetts Medical Society’s state 
of coma to continue or can some real prozres- 
sive action be looked for? The answer lies in the 
hands of the members of the organized medical 
societies of the State. It is for them to demon- 
strate whether Massachusetts is to have a place 
among the leaders in this program of health con- 
servation or wait until spurred to tardy awak- 
enine by the realization that the rest of the coun- 
try has left this State far in the rear and 
furnished the proponents of ‘‘State Medicine’’ 1m 
its extreme form one more real excuse for ¢X- 
istence. 

‘‘Periodie physical examinations’’ is today’$ 
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golden opportunity for the medical profession. 
To ignore it, to half-heartedly accept it,-is in- 
defensible neglect. 


THE RESPONSE OF THE PUBLIC TO 
CANCER EDUCATION 


Tue report of the Commission on Cancer of 
the Pennsylvania Medical Society* brings to 
light some interesting statistics regarding the 
effect of education on the attitude of the public 
towards cancer. In 1910-11 a survey was made 
to determine how much time elapsed between 
the appearance of the first symptoms and the 
patient’s first effort to seek adequate treatment, 
and between the first visit to a physician and 
the institution of radical treatment. A similar 
survey was made in 1923. Comparison of the 
results of these surveys shows that the extent 
of delay before seeking treatment has decreased 
considerably, and that the delay before institut- 
ing treatment has diminished even more. The 
average of delay on the part of the physician 
has been maintained at what is obviously still 
much too great a figure by about 10% of the 
physicians consulted. The advice given by this 
portion of the medical profession has demon- 
strated either dense ignorance or gross mal- 
practise on the part of certain practitioners— 
men, it is alleged, who ‘‘never go to medical 
meetings and never read the journals.”’ 

The Committee concludes that lectures to the 
public are chiefly responsible for the increased 
attention paid by laymen to early signs of 
trouble, and that more effort should be expended 
in spreading information by this means. It ad- 
vises also the establishment of a cancer divi- 
sion in the State Health Department Clinic. 
Such clinies would largely eliminate the perni- 
cious influence of the Backward Ten Per Cent. 
in the medical profession, and would be particu- 
larly useful in giving to poor people an oppor- 


tunity for early investigation of symptoms of 


possible malignaney. 
*Atlantic Medical Journal, September, 1924. 


THE TOLL OF THE AUTOMOBILE 


In view of the increasing toil of human lives 
exacted by the speed mania, amounting to 9,500 
for the first seven months of 1924—greater than 
those taken by typhoid fever, and nearly as 
great as by influenza—it is interesting to learn 
of the inroads that are being made on the pop- 
ulation of the lower form of vertebrate life by 
the same destructive agent. 

Dayton Stoner of the University of Iowa re- 
poris in Setence the results of a motor trip of 
63° miles taken from Iowa City to West Lake 
Okoboji and return. Noting at the start of the 
trip the number of dead animals lying by the 
roadside, apparently the victims of passing mo- 
tors, it was decided to keep as accurate an ac- 


count as possible of the number of freshly killed 
carcasses encountered, presumably slaughtered 
by automobiles. 

_ The record was rather appalling, for in all 
~2) individual animals, representing 29 species, 
were counted. Of these there were 6 species of 
reptiles, 14 species of birds, and 9 species of ani- 
mals. Red-headed woodpeckers led the list with 
a total of 53 individual birds thus slain. 

_ When we consider that this number of animal 
victims was counted on only one trip over only 
632 miles of the highways of North America, we 
can arrive at some idea of what must be the 
annual toll for the whole country. 


LEGISLATIVE NOTES 


HOUSE BILL 737 


Hearing February 10: President Bigelow 
attended this hearing, Although there was un- 
certainty in the minds of some doctors as to the 
intent of the petitioner, when Mr. Peters spoke 
in favor of the bill and showed that it would 
give added freedom to the injured employee in 
his selection of a physician, doubt was dispelled. 
Mr. Joseph A. Parks, a member of the Indus- ° 
trial Accident Board, assured Dr. Bigelow that 
there is nothing in the bill which would be in- 
imi¢al to the interests of physicians. 


SENATE BILL 19 


The hearing on the bill to legalize chiropractic 
and the creation of a chiropractic board was 
conducted February 11. 

The lawyer for the chiropractors argued first 
that they are not practicing medicine and have 
no relation to the ordinary work of the doctor 
but since they are accomplishing great good 
they should be given state endorsement and 
freedom from prosecution. 

Subsequent testimony by several chiroprac- 
tors tended to make the opening argument ridi- 
culous for these men didn’t want this excellent 
opportunity for staging an advertising cam- 
paign to be lost and recounted hundreds of 
eases of pneumonia and other diseases. The 
explanation of the causes of such diseases as 
appendicitis, urinary calculi and many others 
was grotesque to say the least, and the claim 
that appendicitis could be cured quickly, early 
and pleasantly by spinal adjustment was evi- 
dently too much for the credulity of the commit- 
tee. The lawyer was evidently quite taken aback 
by the wild ranting of his clients. _ 

Dr. E. H. Bigelow filed a protest in behalf of 
the joint committee of the two medical societies 
and Dr. C. E. Mongan made a logical and pow- 
erful plea for one standard for medical educa- 
tion and practice and showed the inconsistency 


of the claims of the proponents. 
Dr. W. P. Bowers of the Medical Journal also 
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spoke referring to the decision of the Supreme 
Court relating to chiropractic and to the danger 
of delay in cases of strangulated hernia when 
the patient might become incurable under a 
few hours of chiropractic treatment, because, 
as was stated by one practitioner, it was only 
necessary to manipulate the spine in a certain 
place when there is pain in the lower region of 
the abdomen. 

Members of the committee showed definite 
interest in the claims submitted by the chiro- 
practors and asked questions which brought 
out the inconsistencies of the theories and claims 
submitted. 


HEARING ON SENATE BILL 266 BEFORE 
THE COMMITTEE ON STATE ADMINIS- 
TRATION—FEBRUARY 12, 1925 


This bill provides for a special Board of Reg- 
istration for osteopaths; indicates how they 
shall be appointed and for what terms. It spec- 
ifies how application shall be made for the ex- 
amination, but calls for no evidence of previous 
education. Applicants must be 21 or over and 
of good moral character. No indication is of- 
fered as to what he must have studied in the 
School of Osteopathy or how long he must spend 
in acquiring anything he does get. 

Their registrants are to have the right to sign 
birth and death certificates and are expected to 
conform to all state and municipal public health 
regulations obtaining for practitioners of med- 
icine. 

The petition was presented by the Dean of 
the Osteopathic College and supported by the 
President of the College and two other speakers, 
one a lawyer, and the other an osteopathic 
student. 

The ostensible reason for the introduction 
of the bill was a desire for a separate Board. 
The real reason was that thgy fear absorption 
of the ‘‘osteopathic’’ profession by the medical 
profession. They look upon the proposals of 


Senate Bill 19 as inimical to their existence. 


They expressed regret to be obliged even to 
think of a Referendum to the voters of the State 
but announced their determination to resort to 
this extreme measure if Senate Bill 226 was not 
passed. - 

A good deal of time was taken up by one 
of the speakers in reporting cures where the 
medical profession had failed. 

The proponent was as sure as ever that the 
American Medical Association was out to kill 
the osteopathie cult and that this Recess Com- 
mittee report was the latest revelation of their 
determined purpose. 

The room was packed with students of the 
Osteopathic School. Only one citizen, aside 
from the osteopaths, spoke in favor of the bill. 
This he did out of loyalty to those whom he 
thought had saved his life. 

The Committee on Medical Education of the 


Massachusetts Medical Society and the Massachu- 
setts Homeopathic Medical Society opposed the 
bill on the ground that a single standard Regis- 
tration Board would secure the greatest uniform. 
ity of registered professional medical skill for the 
State. Also, it was pointed out that Senate Bill 
226 was a distinct retrogression from standards 
which we have been so long securing, standards 
which the osteopaths themselves have helped to 
secure and now urge the necessity of. In this 
bill, however, there is an absolute abandonment 
of any security that they would even approxi- 
mate the present day standards of the Medica] 
Practice Act under which they are now regis. 
tered. Indeed, no school education is specified 
as an educational requirement before beginning 
the study of osteopathy. 

The proponents, in response to interrogation 
from members of the Committee, expressed 
themselves as entirely satisfied with present reg- 
istration conditions but fear that there is q 
‘nigger in the woodpile’’ which prompts their 
present attitude. 


HEARINGS BEFORE THE BOARD OF 
REGISTRATION IN MEDICINE 


AT the hearings given February 12 the case of 
Stanislaus D. Bellehumeur of Lowell was placed 
on file. The evidence produced showed that 
the case was apparently a ‘‘frame-up.’’ When 
it was heard in Court, he pleaded ‘‘nolo”’ on ad- 
vice of his counsel. 

The registration of Terrence T. Kinlin of 
Lowell was suspended for six months for viola- 
tion of the Narcotic Drug Act. 

The registration of Dr. Thomas W. Leavitt of 
Malden was suspended for one year for violation 
of the Prohibition Law. 


MISCELLANY 


THE NEW YORK CITY DEPARTMENT OF 


HEALTH INAUGURATES A SPECIAL 
NEUROLOGICAL STUDY 


THE Commissioner of Health called together 
a small group of neurologists, pediatrists and 
public health experts, on January 7th, 1925, 
and requested them to constitute themselves a 
Research Committee to study epidemiological, 
diagnostic, clinical and therapeutic data, with 
relation to such diseases of the nervous system 
as acute anterior poliomyelitis, encephalitis 
lethargica and meningococcus meningitis. This 
investigation is to comprise a study of the data 
that have been accumulated in this and other 
cities and countries, with a view to furnishing 
a body of facts that will be of service in indi- 
eating the possible advances that can be made 
from a clinical and public health view, in the 
control, diagnosis and treatment of these 
diseases. | 

The committee designated by the Commis- 
sioner is made up as follows: 
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Charles L. Dana, M. D., Chairman; W. W. 
Browning, M.D., Dever 8. Byard, M.D., E. H. 
Lewinski-Corwin, Ph.D., Louis I. Harris, M.D,, 
Howard Mason, M.D., William H. Park, M.D., 
Frederick Tilney, M.D., E. G. Zabriskie, M.D., 
Frank J. Moaghan, M.D., Ex-Officio. | 

The committee was formally organized and 
Dr. Charles L. Dana was elected chairman. 
This Research Committee will hold frequent 
meetings at the Academy of Medicine, to plan 
a program for the study and the compilation of 
the results of such investigation. 


DEATH RATES OF MOTHERS FROM 
CHILDBIRTH, 1923 


Tue Department of Commerce announces 
slightly higher death rates of mothers from 
childbirth or puerperal causes in 1923 than in 
1922. 

For the 10 States and the District of Colum- 
bia (constituting the ‘‘Birth Registration Area’’ 
of 1915) the death rate from puerperal causes 
in 1923 was 6.4 per 1,000 live births as com- 
pared with 6.2 in 1922, 6.5 in 1921, and 6.1 in 
1915. 

Of the 30 States for which figures are availa- 
ble for 1923 and 1922, 14 show higher rates from 
puerperal causes in 1923. For 1923 the highest 
rate for white persons appears for South Caro- 
lina (7.4), and the lowest (5.4) for both Ken- 
tucky and Maryland; whereas for the colored 
the highest rate (15.4) is for Kentucky, and the 
lowest (8.3) for Maryland. 

Death rates from puerperal causes per 1,000 
live births in 1923 for the New England States 
were as follows: Maine 8.7, New Hampshire 
7.4, Vermont 7.0, Rhode Tland 6.3, Massachu- 
setts 6.3 and Connecticut 5.7. 

The death rates from puerperal septicemia in 
the same states were: Rhode Island 2.4, Con- 
necticut 2.1, Massachusetts 2.0, Maine 1.8, New 
Hampshire 1.6 and Vermont 1.5. 


THE TYPHOID EPIDEMIC 


AN epidemic of typhoid of unknown source 
and with eases confined largely to the homes of 
the wealthy and to persons over fifteen years of 
age is spreading over the country, and has 
reached serious proportions in New York, Chi- 
Sago, Pittsburgh and Washington. These facts, 
according to Science News, relieve milk and 
water supplies of any suspicion of taint. Pub- 
lie suspicion is directed toward oysters as the 
cause, and the sales of oysters have fallen off one- 
hal’, _In Chieago a twenty-five dollar fine has 
been imposed for eating raw oysters, and they 
are hanned in New York and Pennsylvania. 

According to the latest Public Health Service 
data typhoid fever is now nearly four times as 
prevalent as in normal times, one hundred and 


] 


five cities having reported 197 cases for the 
last week of December, 1924, as against 54 for 
the same week in 1923. 


PARATHYROIDS IN RACHITIC 
CHILDREN 


L. P. Dorie, of The Purdue University Agri- 
cultural Experiment Station, finds enlargement 
of the parathyroid glands occurring with great 
constancy in truly rachitic children, according 
to Science. Other investigators, notably Erd- 
heim, Ritter and Pappenheimer and Minor claim 
to have found this same enlargement in rachitic 
rats and human beings. 


RECENT DEATHS 


BRICKETT.—Dr. Grorce H. BricKkett, surgeon of 
Augusta, Me., died at the Margaret Mary Home in 
Cheshire, Mass., of cardio-renal disease, February 1, 
1925, at the age of 64. 

Born in China, Me., September 6, 1860, he was a 
student at Bowdoin Medical School in 1884, taking 
his M.D. at Bellevue Hospital Medical College, New 
York, the following year. He practised in Augusta, 
but for several years had been surgeon, first on United 
Fruit Company steamers and later on those of the 
Red Star Line. A sister, Mrs. Henry S. Blaisdell of 
Pittsfield, survives him. 


CARLETON. — Dr. ELizABeEtH ABBOTT CARLETON, 
founder of the Home for Aged Couples, Walnut and 
Columbus Avenues, Roxbury, and its president since 
its inception, died January 28, 1925, at the home. 
She was 96 years old. 

Mrs. Carleton was married when quite young to 
Dr. Charles Carleton, who died soon after the mar- 
riage. After his death Mrs. Carleton traveled, study- 
ing in London, Paris and Vienna. Returning to Bos- 
ton, she studied medicine at Boston University and 
there received her medical degree in 1872, beginning 
the practice of medicine. 

In 1883 Mrs. Carleton developed a plan of found- 
ing a home for aged couples. She formed a society 
to promote the plan. The society was incorporated 
in 1884, after much money had been raised, and the 
building at 431 Shawmut Avenue was purchased. 
After three years in that home the property at the 
junction of Walnut Avenue and Columbus Avenue 
was bought and new buildings were from time to time 
constructed. Mrs. Carleton was reélected president 
year after year, and at the last annual meeting of the 
directors read her fortieth report. She lived for 
many years at 30 Union Park, moving out to the 
home only recently. 


HUDNUT.— Dr. Paut ALBERT HupNvut, secretary 
and treasurer of the Hampshire District Medical So- 
ciety, died following a major operation for malig- 
nant disease of the stomach in New York City, Janu- 
ary 24, 1925, at the age of 56. 

Born in Brooklyn, N. Y., on November 22, 1868, 
he was the third son of Alexander and Maria Parker 
Hudnut of Black Heath, England. His early educa- 
tion was received in England, his medical training 
at Harvard Medical School, where he was graduated 
in the class of 1898. He first practised in Pawtucket, 
R. I., and later in Wellesley, Mass., where he mar- 
ried Mrs. Helen Tracy Newbold in 1909. He went 
to Hampshire County late in 1910 and practised in 
Chesterfield for four years. In 1915 Dr. Hudnut 
moved to Northampton, where he resided until his 
death. 
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He was house physician of the Children’s Aid 
Association of Hampshire County, secretary of the 
Northampton Amateur Players, and was a member 
of the Cooley Dickinson Hospital Medical Associa- 
tion, the Northampton Club and the Northampton 
Country Club. A short time before his death Dr. 
Hudnut became a member of the Unitarian church. 

He is survived by his wife, Helen Tracy Hudunut, 
her children, Douglas T. Newbold of New York City 
and Katherine F. R. Newbold of Northampton; by 
his mother, Mrs. M. L. Hudnut; by his brothers, 
one of them being Dr. Frank P, Hudnut of New Bed- 
ford, a Fellow of the Massachusetts Medical Society, 
and by a sister, who lives in New York. 


ADAMIAN.—Dr. ParnaG ADAM ADAMIAN died at 
Worcester, February 3, 1925, of pneumonia, at the 
age of 56. 

He was a native of Armenia but came to the United 
States in 1897, and, after studying theology in Yale 
and Cambridge Theological School, he entered Har- 
vard Medical School, where he was a graduate in 
1906. He practised medicine in Boston from 1906 
until 1912, when he went to Worcester. For the past 
15 years he had been chairman of the Central Com- 
mittee of the Armenian Church in the United States. 

He was professor of pathology and bacteriology in 
- the Colloge of Physicians and Surgeons, Boston, and 
a Fellow of the Massachusetts Medical Society. 


— 


OBITUARIES 


ROBERT WILLIAMSON LOVETT 
1859-1924* 


In the passing of Robert W. Lovett, this So- 
ciety has lost one of its founders, one of its ex- 
Presidents, one of its most loyal supporters. 
Moreover, our profession has lost a devoted ser- 
vant, the cripple a devoted friend. 

Those who have seen Lovett in the wards of 
the Children’s Hospital among his charity pa- 
tients have possibly known him at his best. His 
unfailing courtesy to his co-workers and all 
with whom he came in contact was only ex- 
ceeded by his patience with and tenderness 
toward his charges, ‘‘ All ye loves.’’ 

His erect and spare figure, his abundant head 
of hair, closely cropped and scarcely touched 
with silver, his appearance of being always well 
groomed, belied the fact of his years. For these 
when counted take him back to the relatively 
early days of orthopaedics—a specialty which 
may be considered to have attained its adoles- 
cence, if it did not actually have its birth, here 
in Boston. 

On his graduation from the Medical School 
in 1885, he served as a house officer at the City 
Hospital; and there subsequently, as a member 
of the surgical staff, he had, until 1899, a long 
apprenticeship in general surgery before devot- 
ing himself exclusively to the special work which 
particularly appealed to him. He _ thereby 
avoided the most dangerous pitfall of special- 
ization, and held always a broad and undistort- 


*Being the transcript of a minute adopted by the Boston 
Surgical Society, July 2, 1924. 


ed view of the relation of his own work to that 
of general medicine and surgery. 

During the twenty-five years which followed, 
he saw orthopaedics grow from a struggling spe- 
cialty within surgery to the position of a full- 
blown, independent department. And the im. 
portance of a department is the best measure 
we may have of the stature of the man who de. 
velops it. In short, it is not the subject but the 
man who makes a special field of work loom 
large in his particular day. 

By instinet an aristocrat and not a man 
given over to ready intimacies, those who came 
to hold Lovett close found him unfailing in 
that greatest of qualities, loyalty in friendship. 
Among those friends were many of the leaders 
of orthopaedic progress in both Europe and 
America, whatever their school of thought might 
be. His open mind was not one to be led astray 
by the professional foibles and questions of 
the day. He steered a safe course between the 
Blutung and the Unblutung methods which for 
long represented the rocks whence thundered the 
guns of contending factions in orthopaedics. His 
personal tastes inclined him rather toward the 
non-operative school and to the study of such dif- 
ficult problems as involved in the correction of 
spinal deformities; but this personal slant by 
no means coloured his elinie nor hampered his 
junior associates in their predilection for open 
methods of treatment, many of which were de- 
vised and perfected under his encouragement 
and guidance. 

Lovett’s contributions to the literature of his 
subject were many and in later years dealt 
largely with infantile paralysis. Perhaps of 
all his writings the two text books in which 
he collaborated are best known. He was not 
only a lucid writer but was always an inspiring 
teacher of undergraduates. And those who after 
graduation came as pupils to profit by more in- 
timate contact with him could hardly have found 
a guide or counsellor more considerate or more 
loyal to their interests. 

Though gentleness and patience were qualities 
essential for his art, beneath his quiet and dig- 
nified demeanor lay an enthusiasm easily aroused 
to undertake and carry through large projects. 
His training was not such as to take him to the 
laboratory, and the outlet for his energies lay 
rather in public service. It was in this spirit 
that he took over the Chairmanship of the (om- 
mission on Infantile Paralysis and organized 
the work which has led to the recently published 
volume based on the detailed studies of the epl- 
demics in Vermont. It was in the same spirit 
that during the war he gave himself over io the 
training in orthopaedics of medical officers. 

That, in his quiet way, he possessed unusual 
gifts for administration is shown not only by 
the way these pieces of work were organize’ and 
earried through, but also by the perfection of 
his smoothly running clinic and the conduct of 
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his o--e practice, for he was a man widely con- 
sulted and one whose opinion was cherished. 

His qualities made him an ideal faculty col- 
league. He had a constructive type of mind, 
yet with a gentle tolerance of ideas which op- 
posed his own. He could see both sides of a 
question, was most considerate of the feelings 
of others, spoke no ill, was a stranger to gossip, 
and had a kindly charity toward the frailties 
of mankind. 

We thus may bring to mind some of the char- 
acteristics of the dependable friend and col- 
league we have lost. The School, his hospital, 
this Society are not the same without him. But 
the inspiration of his example remains. 

‘Men perish but man shall endure; lives die, 
but the life is not dead.’’ 

Aware that he was the victim of advanced 
arteriosclerosis, he preferred to continue as 
though personal ill health did not exist. Heshad 
planned to spend the summer abroad with his 
family. It was apparent on the steamer that he 
had overtaxed himself and his end was probably 
near. He had no fears. He died a few days 
after landing at the home of his devoted friend of 
many years, the Nestor of orthopaedics in Great 
Britain. 

Robert Lovett was the last of his name; the 
only son of John Dyson and Mary Williamson 
Lovett of Beverly, Massachusetts. He is sur- 
vived by his wife, his married daughter and 
only child, and her three children. To them 
in their bereavement the sympathies of the mem- 
bers of this Society are extended while inscrib- 
ing this memorial note as a minute on the pages 
of our records. 


REPORTS AND NOTICES OF MEETINGS 


A PuystoLogicAL CONFERENCE will be held 
Wednesday, February 25, in the Bowditch Li- 
brary, Harvard Medical School, Building C, at 
4 P.M. Dr. Lazlo Reiner will speak on 
‘Migration Velocity of Some Proteins.’’ 


SPRINGFIELD ACADEMY OF MEDICINE 


‘HE regular meeting of the Springfield Acad- 
emy of Medicine was held at 18714 State St. on 
Tuesday evening, February 10, at 8.30 o’clock. 
Dr. James Z. Naurison presented a cardiac 
eesc. Dr. Paul D. White of Boston spoke on: 
Diseases and Prognosis.”’ 

‘he diseussion was opened by Dr. Everett A. 
b.tes and Dr. William C. Leary. General dis- 
cussion followed. 


HARVARD MEDICAL SOCIETY 


“NE next regular meeting of the Harvard 
M.cical Soeiety will be held as usual in the am- 
Poo‘heatre of the Peter Bent Brigham Hospital, 


oo 24, 1925, at 8:15 P.M. The program fol- 
OWS :— 

1. Demonstration of cases. 

2. Some New Phases of Metabolism Tech- 
nique. Francis G. Benedict. | 

The Determination of Biliary System 

Function. Dr. Wm. P. Murphy. 

All members of the Medical Profession, Med- 
ical Students and Nurses are invited. 

Very sincerely yours, 
Dr. S. A. Levins. 


N. E. ROENTGEN RAY SOCIETY 


THE next meeting of the N. E. Roentgen Ray 
Society will be held February 20 at 8 P. M. in 
the lower Out-patient Amphitheatre of the Mas- 
sachusetts General Hospital. 

The papers are as follows: 


1. Malignancy Complicating Osteitis De- 
formans. Dr. John D. Camp. 

2. Value of Prophylactic X-Ray Treatment 
in Cases of Carcinoma of the Breast. Dr. 
Robert B. Greenough. 

3. Some Observations on the Technic and 
Value of High Voltage X-Ray Therapy. Dr. 
Richard Dresser. 

4. Remarks on Diagnostic Technic. Dr. 
G. W. Holmes. 


Case Reports by Members of the Staff. 
The profession is invited to attend. 


Dr. FRANK E. Secretary. 


MEETING OF THE NORFOLK DISTRICT 
MEDICAL SOCIETY 


A REGULAR meeting of the Norfolk District 
Medical Society will be held in Roxbury Ma- 
sonic Temple, 171 Warren St., Roxbury, Febru- 
ary 24, 1925. Tel. Roxbury 6089. Communi- 
cation: Periodic Physical Examinations, Drs. 
Roger I. Lee and Francis H. McCrudden. Dis- 
cussion. Collation. 

Frank CruicxsHank, M. D., Sec. 


NOTICES FROM THE HARVARD SCHOOL 
OF PUBLIC HEALTH 


Tue following lectures will be given at the 
Harvard Medical School, ampitheatre building 
E, by Dr. W. G. Smillie, senior state director of 
the International Health Board of the Rocke- 
feller Foundation: 

February 24,3 P. M. ‘‘The Organization of 
County Health Units in the South.”’ 

February 26, 3 P. M. ‘‘Recent Advances in 
the Epidemiology of Malaria.’’ 

February 27, 3 P. M. ‘‘The Epidemiology 
of Hookworm and Organization of Methods of 
Control.’’ 

Dr. Rankin’s lecture scheduled for February 
13 had to be postponed because the train was de- 
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MASSACHUSETTS ASSOCIATION OF 
BOARDS OF HEALTH 


Tue Annual Meeting of the Massachusetts 
Association of Boards of Health was held at 
the 20th Century Club, 4 Joy St., Boston, on 
January 29, 1925, and was well attended. 

The following officers were elected: Presi- 
dent, F. P. Denny, M. D., of Brookline; 1st Vice 
President, J. J. McGrath of Salem; 2d Vice Pres- 
ident, M. V. Safford, M. D., of Boston; Secre- 
tary, W. H. Allen, M. D., of Mansfield; Treas- 
urer, F. G. Curtis, M. D., of Newton. 

Dr. George H. Bigelow, Director of the Divi- 
sion of Communicable Diseases of the Massa- 
chusetts Department of Public Health, and Dr. 
C. Morton Smith, Clinical Professor of Syphilis 
of the Harvard Medical School, spoke on ‘‘The 
Control of Venereal Disease. How and to 
Whom Shall Cases of Gonorrhoea and Syphilis 
Be Reported ?”’ 

A lively discussion of these papers was opened 
by Dr. Eugene R. Kelley, Dr. Francis X. Ma- 
honey and Dr. Francis G. Curtis. 

There was so much interest in the subject 
presented that it was decided to continue the 
discussion at the next meeting to be held April 
23, 1925. 


MEETING OF THE HARVARD MEDICAL 
SOCIETY 


Tue Harvard Medical Society met at the Peter 
Bent Brigham Hospital on Tuesday evening, 
Feb. 10th. 

Three cases were demonstrated. 

(1) A man of thirty-nine with an infection 
of the kidney. He had a history of gonorrhea 
and had previously been operated upon for re- 
moval of a calculus from the pelvis of the right 
kidney. By catheterization, the right kidney 
was found to be excreting very little urine, al- 
though free from infection, whereas the left 
organ was infected. 

(2) A man, sixty-one years of age, with an 
aneurysm of the aorta. Previous to entry, his 
condition had been diagnosed as carcinoma of 
the prostate with a metastisio to the spine. This 
erroneous diagnosis was suggested by the nodu- 
lar character of the prostate and the pain in the 
back which the patient complained of. 

(3) A man with chronic lead poisoning. He 
had worked for a number of years with a con- 
cern that salvaged metals. Two weeks previous 
to entry he began to have attacks of dull aching 
‘pains in the lower abdomen. This distress was 
aggravated by eating and relieved by defecation 
and by pressure on the abdomen. Physical ex- 
amination revealed a marked lead line on the 
gums. He was placed on a soft solid and liquid 
diet and given magnesium sulfate and calcium 
chloride. Tincture of belladonna was admin- 
istered for relief of the pain. Later all foods 


with a high calcium content were withheld and 
ammonium chloride was given to increase the 
excretion of lead. This change produced a 
slight recurrence of symptoms, presumably from 
extensive liberation and excretion of the lead 
through the intestine. 


Dr. W. C. Quinby spoke on ‘‘The Present 
Day Trend in the Treatment of Kidney Infec- 
tions.’’ He reviewed the various means and 
types of infection of the kidney. It is well 
known that even the normal kidney will allow 
viable organisms to pass through it. The bacillj 
of typhoid and tuberculosis appear in the urine 
in these diseases. Colon bacilli may occur in the 
urine during an attack of appendicitis. 

Organisms that reach the kidney must come 
from some focus of infection, elsewhere in the 
body. Usually they reach the kidney from 
such foci by way of the blood stream. They 
may also arrive there by way of the lumen of 
the excretory passages. This happens more 
frequently with an infection in the lower urinary 
passages but may occur without it. There is 
evidence that the lymphatics passing from the 
intestine to the kidney may carry organisms. 
Cases of pyelitis are often associated with consti- 
pation. This condition in the bowel would 
favor a spread of infection by the lymphatics. 

The paramount infection of the urinary tract 
is with one or another of the colon bacilli. It 
is always more extensive than the pelvis and 
ureter. The mucosa and submucosa are at- 
tached. If the infection is severe and lasting, 
microscopic changes may occur. First a blunt- 
ing of the colyces will be noted in the X-ray pic- 
ture. Later the ureters become extremely 
dilated and increased in length. The end re- 
sult is extensive destruction of the tissue, a con- 
dition impossible to ameliorate. Dr. Quinby il- 
lustrated these changes with lantern slides of 
pyelograms from severe cases. 

Little can be said about the predisposing 
causes of infection. The general principles of 
immunity are operative here and elsewhere. In- 
fection presumably occurs when there is an over- 
whelming virulence of the invading organism. 
Often infection is associated with some structural 
abnormality. 

Various antiseptics have been tried against 
these infections. Urotropine has been shown to 
be of little or no value for infections as high in 
the excretory passages as the kidney. It is 
given today more by habit than by logic. Sil- 
ver nitrate introduced by lavage sometimes pro- 
duces a cure in mild infections. In many in- 
stances it is ineffective. It acts as a chemical 
irritant only. Desquamation follows its use. 
Its antisepsis is probably due to the hyperemia 
which accompanies the healing process. 

Treatment by lavage can only be intermittent 
as it is so uncomfortable for the patient. 
effective urinary antiseptic must be introduced 
in some other way. The ideal drug should be 
chemically stable, non-toxic, non-irritant and 
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capable of exerting antiseptic action in great 
dilution in either an acid or an alkaline medium. 
Besides it should be excreted rapidly by the kid- 


ney. 

ie yet no drug having the proper qualifica- 
tions has been found. An extensive investiga- 
tion in search of such a substance was recently 
carried out in Baltimore. The result was the 
production of merecurochrome. It has good anti- 
septic properties but being a mercury compound 
is somewhat toxic. It was found that it could 
be administered intravenously with a fair degree 
of safety. A few cases were greatly benefited. 
Later it was used by mouth, perhaps with more 
safety. The administration of this drug has 
produced marked curative effects in such skin 
lesions as psoriasis. The value of mercu- 
rochrome is still uncertain however. All the 
toxic symptoms of mercurialism follow its ex- 
tended use, although no definite signs of 
nephritis have been noted. 

Another substance of an entirely different na- 
ture is being investigated under the auspices of 
the National Research Council. This is hexa- 
resorcinol. It is non-toxic and has very strong 
bactericidal properties, its phenol coéfficient be- 
ing forty-six. It fulfills most of the require- 
ments of an ideal urinary antiseptic. There has 
been considerable difficulty in producing it in a 
stable and non-irritant form. At first it was 
prepared for use in salol-coated tablets but now 
it p dispensed in oily solution in a gelatin cap- 
sule. 

The chief drawback to the use of hexa- 
resorcinal is the marked cathartic effect produced 
by the first few doses. On account of this ef- 
fect, it is often difficult to persuade a patient to 
continue the treatment. The clinical results of 
its use are by no means constant. It clears up 
staphylococcus infections with marked success, 
but such infections are rare in the kidney. In 
kidneys infected with a colon bacillus the symp- 
toms are always allayed. 

Neither mercurochrome nor hexa-resorcinol is 
likely to be the final choice of a urinary antisep- 
tie, but some substance will be found that will 
be usable. At the present time Dr. Quinby 
recommends the following as the best treatment 
for kidney infections: 

(1) Lavage of kidney (in early cases) with 
mercurochrome, 

(2) Hexa-resorcinol by mouth. 

(3) Frequent changing of the reaction of the 
urine, especially in children. 

(+) Search for and treatment of the primary. 
source or cause of infection. 

Dr. J. C. Aub addressed the meeting on ‘‘The 
Mechanism and Treatment of Lead Poisoning.’’ 
An investigation on this subject has been carried 
on at the Harvard School of Public Health dur- 
ing the last three years. Experiments on the 
absorption and distribution of lead in the body 
proved that the metal can be absorbed from the 


sorbed from the lungs than from the intestine. 
Four hours after an injection of lead, half of 
it may be recovered from the liver, the remain- 
der is distributed throughout the body. After 
absorption has entirely ceased, almost all the 
lead may be found in the bones. | 


The fact that lead is at first distributed to 
various tissues and later is found in the bones 
has an important bearing on medico-legal cases, 
where lead poisoning is suspected. The distri- 
bution of the lead determines whether the lead 
has been absorbed gradually over a long period or 
all at one time. 


The pathological changes due to lead poison- 
ing are comparatively slight. Very little, if 
any, change can be detected in the appearance 
of the cells. The study of functional variations 
has thrown more light on the effects of lead. 

Red cells exposed to lead are found to be less 
permeable, also less elastic and more fragile. 
They show an inability to swell by absorption of 
water. They also exhibit a change in viscosity. 
They cannot agglutinate as normal cells do and 
are more easily hemolyzed. These effects are 
produced in vivo as well as in vitro, but are less 
marked in cases of chronic poisoning. Anaemia 
of lead poisoning may then be explained by the 
acton of the metal on the surface of the red cells. 

In a study of the effect of lead on muscle, it 
was found that it causes a tremendous increase 
in phosphate excretion by the muscle. The ex- 
eretion of phosphate is dependent on the per- 
meability of the muscle cells. Lead renders 
these cells more permeable and a greater quanti- 
ty of phosphate escapes. Associated with this 
is a more rapid fatigue of the muscle. This early 
onset of fatigue is readily observed in an animal 
poisoned with lead. Investigations on lead 
palsy show that there is a marked generalized 
weakness of the muscles before t’:e palsy begins. 
It would seem from this that the palsy is in part 
a muscular phenomenon rather than entirely 
one of nervous origin. : 

In treatment of lead poisoning, the question 
arises as to the advisability of leaving the ab- 
sorbed lead in the bones rather than of forcing 
its excretion. It seems impracticable to attempt 
to get rid of all the lead, for even under most 
favorable conditions it is a slow process. It is 
desirable, however, to get the body free of the 
easily mobilized lead. The longer lead remains 
in the body, the less easily it is mobilized and 
excreted. Treatment with any of the various 
salts that promote lead excretion, combined with 
a low calcium diet, has been found most effective. 
Potassium iodide, phosphoric acid, ammonium 
iodide and a number of other salts undoubt- 
edly increase the excretion. Prolonged treat- 
ment of this kind is not advisable as the lead is 
excreted in smaller and smaller quantities as 
time goes on. After the easily mobilized lead 
is gotten rid of, the patient should be placed on a 
high milk diet and this maintained indefinitely. 


nasal mucosa and that it is more readily ab- 


The metabolism of lead is similar to that of cal- 


925 
nd 
he 
3 
ad 
nt 
10. 
nd 
el] 
li 
ne 
he 
ne 
he 
uy 
of 
re 
is 
he 
ld 
ct 
It 
d 
t- 
t- 
y 
]. 
of 
yf 
st 
0 
|. 
)- 
l 
3 


378: 


EDITORIAL DEPARTMENT 


Boston M. & 8. Journal 
February 19, 1925 


cium. One substance influences the distribution 
and excretion of the other. The lead is kept in 
the bone by the calcium of the milk diet, and in 
that tissue it seems to do no harm. 


SOCIETY MEETINGS 


Essex North District Medical Society 
May 6, 1925. Annual meeting at Lawrence. 


Franklin District Medical Society 
The meetings of the Franklin District Medical Society will be 
held on the second Tuesday of March and May 
Hampden District Medical Society 
Meeting to be held on the third Tuesday in April. 


Hampshire District Medical Society 


The meetings will be held the second Wednesday of March 
and May. 


Middlesex East District Medical Society 
Wednesday, March 18. Harvard Club. Dr. John H. Cunning- 
ham, “Urinary Retention: Its and Treatment.” 
Wednesday, April 15. Harvard Club. 
Wednesday, May 13. Colonial Inn, North Reading. 


Middlesex North District Medical Society 
19265. 


Middlesex South District Medical Society 
Winter Schedule—The plans for winter meetings of the Soci- 
ety = the reg meeting in April, two hospital meetings, 
meet o be held in conjunction with the Suffolk 
District’ Medical Seolety and the Boston Medical Library (two 
surgical, two medical, and one general). 


Norfolk District Medical Society 

February 24, 1925. Masonic Temple. Subject: ‘‘The Need of 
Periodical Physical Examinations and How to Make Them.” 

peaker: Dr. Francis H. McCrudden. A second speaker will be 
selected to present another ge at this meeting. 

March 1925. Tufts College Medical School. This meeting 
given over to Drs. Leary and Watters for the purpose of giving 
us a medical examiners’ talk. 


Norfolk South District Medical Society 


Meetings will be held the first Thursday of each month to May, 
inclusive, at 12 noon, at the Norfolk County Hospital, South 


Braintree. 
Suffolk District Medical Society 
February 25. Surgical Section, in association with the Middlc- 


District Medical Society. Dr. Arthur 
: Medical Section, in association with the Middlesex 


April 29, 


e. 
March 26. 
South District Medical Society. “The Treatment of Pneumonia,” 
Dr. Edwin A. Locke. 
April 29. Annual meeting. ‘‘Hypertension and Longevity,”’ 
. Harold M. Frost. 


Worcester District Medical Soctety 
March 11, 1925. St. Vincent’s Hospital, Worcester. 
will be read by the members of the hospital staff. 


April .. 1926. Subject and speaker to be announced. 
May 14, 1925. Annual meeting. 


Papers 


If you desire further information in regard to these meetings 
write to the Secretaries of the District Medical Societies = 
on page x of the Advertising Section). The 
Medical Society Directory contains their addresses. 


BOOK REVIEWS 


Operative Surger ory. {Volume VI—The Final Volume.) 
Covering thrUperative Technic involved in the 
operations of general and special surgery. By 
WARREN STONE BICKHAM, M.D., C.S., Former 
Surgeon in Charge of General Surgery, Manhattan 
State Hospital, New York; Former Visiting Sur- 
geon to Charity and to Touro Hospitals, New Or- 
leans. In six octavo volumes totaling approximately 
5400 pages, with 6378 illustrations, mostly orig-} 
inal, and separate Desk Index Volume. Volume VI. 
completing the set, contains 989 pages, with 1224 
illustrations. Philadelphia and London: W. B. 
Saunders Company. 1924. Cloth, $10.00 per vol- 
- Sold by subscription only. Index Volume 
ree. 


This last volume conforms in excellence to those 
preceding it and is especially rich in descriptive illus- 
trations, many of which, as in former volumes, are 
The illustrative descriptions of 


distinctly original. 


technic leave absolutely nothing to be desired. ‘This 
volume is accompanied by a general index in separate 
volume. It contains 16 chapters on the following 
subjects: 

Operations upon the Seminal Vesicles and Bjacula- 
tory Ducts. 

Operations upon the Prostate Gland. 

Operations upon the Female Urethra. 

Operations upon the Female External Generative 
Organs. 

Operations upon the Vagina, including the Per- 
ineum. 

Intravaginal Operations upon the Cervix Uteri and 
upon the Cavity and Body of the Uterus. 

Operations upon Fistulae Involving the Female 
Generative Organs. 

Operations upon: the Intraperitoneal Female Gen- 
erative Organs by the Vaginal Route. 

Operations upon the Female Intraperitoneal Or- 
gans through the Inguinal Canals. 

Intra-Abdominal Operations upon the Ovaries, Ova- 
rian Ligaments, Fallopian Tubes, and for Intrapelvic 
Infection. 

Intra-Abdominal Operations upon the Uterus, Round 
Ligaments, and Broad Ligaments. 

Operations upon the Pregnant Uterus—and Its 
Contents. 

Operations upon the Puerperal Uterus and Vagino- 
Perineum. 

Operations for Ectopic Pregnancy. 

Operations on the Newborn. 

Operations for Deformities and Disabilities Not 
Included in Preceding Chapters. 


General Surgery. By ALBERT J. OCHSNER. The Prac- 
tical Medicine Series. Comprising eight volumes 
on the year’s progress in medicine and surgery. 
Volume II, Series 1924. Chicago: The Year Book 
Publishers. 


This valuable little volume of 706 pages, including 
the index, is typical of the books already published 
in this series. 

This particular volume is divided into— 

(1) Technic in General, which includes anesthe- 
sia, analgesia, diathermy, radioactivity, new instru- 
ments and apparatus, asepsis and antisepsis, and 
operative technic. 

(2) Surgical Pathology, which includes wound 
healing, tetanus, and malignant tumors. 


(3) Blood Vessel, Bone and Nerve Surgery. 
(4). Surgery of the Head and Face. 

(5) The Neck and Thyroid, 

(6) The Mamma and Chest. 

(7) General Abdominal Surgery. 

(8) The Gastrointestinal Canal. 

(9) Liver, Gallbladder, Pancreas, and Spleen. 


(10) The Spine and Extremities. 

The author presents a very short introduction 
briefly summarizing the more recent advances in 
medicine and surgery, such as the indication that 
ethylene, a new anesthetic, is safe and compares 
favorably with nitrous oxide; that local and spinal 
anesthesias are steadily gaining ground; that radium 
and X-ray are steadily receiving greater and greater 
attention in therapeutics; that insulin has revolu- 
tionized surgery in diabetes; that greater efforts in 
studying the etiology of cancer have been put forth 
in the last year; that blood transfusion has veen 
much more extensively used; that much more aiten: 
tion is given to the surgery of nerves than formerly; 
and that much progress has been made in treatment 
of lung abscess. 

This volume is very well illustrated, there being 
many original, hitherto unpublished drawings and 
pictures. In abdominal surgery many new condi'ions 
are described and the operative technic set fort. 

This book is of extreme value, small and handy 
to use, and forms another valuable link in the chain 
of already published books of this kind. 


